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Christmas Greetings from Saunders... 


... to our physician-friends the world over. May the coming year hold a generous 
measure of fulfillment and prosperity for you all. Our own hope is that our contri- 
bution to medical education may help add to the continued success of your practice. 


See SAUNDERS Message on next two pages 
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Holiday Greetings } | 
and Best Wishes | 


from the entire staff of the 


W. B. SAUNDERS COMPANY 


to our many friends and 
customers among the 175,000 | 


readers of the J. A.M. A. 


On the opposite page are just a | 
few of the Saunders Services | | 
designed to help keep you 
abreast of the swittly advancing 
requirements of postgraduate 
medical education during 1957 


THE JOURNAL of erica an Me al As bli: od the Me val Ass len. price, $15.00 year, 45¢ a copy. Canadian 
£17.00 Foreign $2 ter Ohio March 3%. 1879 s all communications to 
‘Ame n Medic al ry tion N. Dea St.. Chica 10. litin 
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Almost unique among publishers today, Saunders main- 
tains its Own pressroom facilities to exercise complete 
control in producing the finest quality printing and repro- 
duction of illustrative material in your mediccl books. 


Shortly after the first of the year, your Saunders texts will 
come from a brand new, modern, air-conditioned printing 
plant—60,000 square feet of the latest equipment to in- 
sure still better printing and faster delivery of books to you. 


A vigorous new editorial team has searched throughout 
the halls of learning and the rosters of highly successful 
private practitioners in obtaining outstanding authors. 
These authorities will bring you a unique and practical 
selection of helpful volumes during 1957—ranging from 
an up-to-the-minute manual of Nuclear Medicine to a com- 
plete revision of a book serving 3 generations of doctors 
—Dorland’s Illustrated Medical Dictionary. 


Saunders maintains a complete medical art department 
to aid authors in illustration problems and to develop im- 
proved visual support of the text material from today’s 
leading medical writers. 


One of Saunders 36 representatives is no further away 
than your telephone or mailbox. The man in your area 
knews a great many doctors, knows what they are read- 
ing to keep up. If you want a personal introduction to any 
of Saunders recent books call or write to have our rep- 
resentative stop by. 


Our well-versed inquiry department can promptly handle 
any questions about Saunders books (or those of other 
publishers)—about your account—about your subscription 
to our periodicals. If you have a problem, or need further 
information, or would like a catalogue, etc. just drop us a 
line. W. B. Saunders Company, West Washington Square, 
Philadelphia 5, Pa. Lombard 3-5870 
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Bard “MEDICAL PHYSIOLOGY.” 10th Ed. 
ory pp 38° 438 illustrations, 5 in color. Price, 


Cordonnier “CLINICAL UROLOGY FOR 
GENERAL PRACTICE.” 252 pages, 47 illus- 
trations. Price, $6.75. 


Crossen “SYNOPSIS OF GYNECOLOGY.” 4th 
Ed. 255 pages, 132 illustrations. Price, $5.25. 


DeSanctis-Varga “PRACTICAL PEDIATRIC 
MEDICAL EMERGENCIES.” 2nd Ed. 350 
pages. Price, $6.25. 


Dodson-Hill “SYNOPSIS OF GENITOURIN- 
ARY DISEASES.” 6th Ed. 350 pages, 124 illus- 
trations. Price, $4.85. 


Dodson “UROLOGICAL SURGERY.” 3rd Ed. 
868 pages, 664 illustrations. Price, $20.00. 


Gradwohl “CLINICAL LABORATORY 
METHODS AND DIAGNOSIS.” 5th Ed. 2 
Volumes. 2460 pages, 765 illustrations. Price, 
$38.50. 


Harrington “THE VISUAL FIELDS.” 327 
pages, 234 illustrations, 9 color plates. Price, 
$16.00. 


Haymaker “BING’S LOCAL DIAGNOSIS IN 
NEUROLOGICAL DISEASES.” Translated, 
revised, and enlarged from the Fourteenth Ger- 
man Edition. 478 pages, 225 illustrations, in- 
cluding 9 in color. Price, $16.75. 


Hill “THE TREATMENT OF ECZEMA IN 
INFANTS AND CHILDREN.” 79 pages. Price, 
$4.00. 


Hoskins-Bevelander “ESSENTIALS OF HIS- 
TOLOGY.” 3rd Ed. 254 pages, 146 illustrations. 
Price, $4.00. 


The Fiftieth Year of THE C. V. MOSBY COMPANY has truly been a Golden One— 
and all associated with the organization are grateful for the wonderful reception 
that our publications have received over this long span of time. This Fiftieth Year 
was another eventful one in that we were able to further add to our contribution 
to medicine, dentistry, nursing and allied fields. Forty-three new books and new 
editions rolled from the Mosby Presses during the Anniversary Year. Twenty-three 

. of these were medical titles and these are listed on this page. In addition we brought 
out five new dental publications and fifteen nurses and college texts. 


J.A.M.A. QUERIES AND MINOR NOTES— 
334 pages. Price, $5.50. 


Leider “PRACTICAL PEDIATRIC DERMA- 
TOLOGY.” 420 pages, 280 photographs and 
13 drawings. Price, $10.50. 


Meakins “THE PRACTICE OF MEDICINE.” 
6th Ed. 1916 pages, 318 illustrations, including 
4 in color. Price, $16.00. 


McKusick “HERITABLE DISORDERS OF 
CONNECTIVE TISSUE.” 224 pages, illus- 
trated. Price, $7.50. 


Myers “THE INTERPRETATION OF THE 
UNIPOLAR ELECTROCARDIOGRAM.” 164 
pages (84’’x11”). Price, $4.75. 


Regan “DOCTOR AND PATIENT AND THE 
LAW.” 3rd Ed. 716 pages. Price, $12.50. 


“HANDBOOK OF LEGAL 
199 pages. Price, $3.90. 


Regan- Moritz 
MEDICINE.” 


Richards “SURGERY FOR GENERAL PRAC- 
TICE.” 947 pages, 476 illustrations. Price, 
$17.50. 


Sodi-Pallares “NEW BASES OF ELECTRO- 
CARDIOGRAPHY.” 726 pages, illustrated. 
Price, $18.50. 


Speed-Knight “CAMPBELL’S OPERATIVE 
ORTHOPAEDICS.” 3rd Ed. 2 Volumes. 2124 
pages, 1323 illustrations. Price, $40.00. 


Sutton “DISEASES OF THE SKIN.” 11th Ed. 
1479 pages, 1972 illustrations. Price, $29.50. 


Ulett-Goodrich “A SYNOPSIS OF CONTEM- 
PORARY PSYCHIATRY.” 243 pages. Price, 
$5.25. 


THE C. V. MOSBY COMPANY, 
3207 Washington Blvd., St. Louis 3, Missouri 


Gentlemen: Send me the following book(s)......... 


Mosby 50th Anniversay Contribution! 
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coming soon 


2 new publication services 
for the general practitioner 
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Psychiatric Problems for the Gen- 
eral Practitioner 


rent Developments in Hypertension 
and Related Disorders 


Watch your January mail for these new publications! 


CIBA 


SUMMIT, N.J. 


—A Review of Emotional and - 
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LIST OF STATE MEDICAL ASSOCIATIONS 

SOCIETY PRESIDENT EXECUTIVE OFFICER ANNUAL MEETING 
Alabama, Med. Assn. of the State of|Grady O. Segrest, Mobile........... D. L. Caanon, P.O. Box 1788, Montgomery 4.......... Mobile, April 18-20 
Alaska Territorial Medical Assn...... Louis Salazar, Ketchikan........... Robert B. Wikis, Ketchikan, June, 57 
Arizona Medical Association......... D. W. Melick, 411 Security Bldg., Phoenix............. Yuma, Apr. 10-13 
Arkansas Medical Society............ Fount Richardson, Fayetteville....|Mr. Paul C. Schaefer, 215 Kelley Bidg., Ft. Smith..... Little Rock, 1957 
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Colorado State Medical Society...... George R. Buck, Denver......... ...|Mr. H. T. Sethman, 835 Republic Bldg., Denver 2..... Denver, Sept. 24-27 
Connecticut State Medical Society...|Ralph T. Ogden, Hartford.......... Creighton Barker, 160 St. Ronan St., New Haven..... 
Delaware, Medical Society of......... G. M. Van Valkenburg, Georgetown|N. L. Cannon, 621 Delaware Ave., Wilmington........ Wilmington, Oct. 21-22 
District of Columbia, Med. Soc. of...|Ralph M. Caulk, Washington....... Mr. T. Wiprud, 1718 M St., N.W., Washington 6...... 
Florida Medical Association.......... Francis H. Langley, St. Petersburg|Samuel M. Day, P.O. Box 1018, Jacksonville 1........ Hollywood, May 5-8 
Georgia, Medical Association of..... 7, M. Davison, Atlanta........... Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta|Savannah, Apr. 28-May 1 
Hawaii Medical Association.......... Webster Boyden, FO” Saturo Nishijima, 510 S. Beretania St., Honolulu..... Lihue, Kauai. May 5-8 
Idaho State Medical Association..... Chart A. Terhune, Burley........ Mr. Armand L. Bird, 364 Souna Blidg., Boise.......... Sun Valley, June 16-19 
[llinois State Medical Society........ Lee Stone, Chicago.............. Harold M. Vamp, 224 S. Main St., Monmouth......... Chicago, May 21-24 
Indiana State Medical Association... Fiton R. Clarke, eee Mr. James A. Wagzener, 23 E. Ohio St., Indianapolis 4)/French Lick, Oct. 6-9 
lowa State Medical Society.......... Wendell L. Downing, Le Mars...... R. F. Birge, 529 36th St., Des Moines 12.............06 Des Moines, Apr. 28-May 1 
Isthmian Canal Zone, Med. Assn. of.|David Senzer, Ancon...........+.+++ E. R. Osterberg, Box “E,” Balboa Heights............ 
Kansas Medical Society............... Clyde W. Miller, Wichita............ Mr. Oliver E. Ebel, 315 W. Fourth St., ‘opeka........ Wichita, May 5-9 
Kentucky State Medical Association.|Richard R. Slucher, Louisville...... Mr. J. P. Sanford, 620 8. Third St., Louisville 2........ Louisville, Sept. 17-19 
Louisiana State Medical Society..... Paul D. Abramson, Shreveport..... C. Grenes Cole, 1430 Tulane Ave., New Orleans 12...... New Orleans, May 5-8 
Maine Medical Association............ Armand Albert, Van Buren........ D. F. Hanley, Coe Infirm., Bowdoin Coll., Brunswick|/Rockland, June 23-25 
Maryland, Med. and Chir. Faculty of|William H. F. Warthen, Towson...|Everett S. Diggs, 1211 Cathedral St., Baltimore....... Baltimore, May 1-3 
Massachusetts Medical Society....... Howard F. Root, Boston........... Robert W. Buck, 22 The Fenway, Boston 15........... Boston, May 21-23 
Michigan State Medical Society...... Arch Walls, Detroit....... L. F. Foster, 606 Townsend St., Box 539, Lansing 15|Grand Rapids, Sept. 25-27 


Minnesota State Medica! Association 
Mississippi State Medical Association 
Missouri State Medical Association.. 
Montana Medieal Association........ 
Nebraska State Medical Association. . 
Nevada State Medical Association... 
New Hampshire Medical Society 
New Jersey, Medical Society of 
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New York, Med. Soe. of the State of 
N. Carolina, Med. Soe. of the State of 
North Dakota State Medical Assn... 
Ohio State Medical Association...... 
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Oregon State Medical Society........ 
Pennsylvania, Med. Soc. of State of. 
Puerto Rico Medical Association 
Rhode Island Medical Society......... 
South Carolina Medical Association. 


R. H. Wilson, Winona 
H. C. Ricks, Jackson... 
Edward 8. Murphy, Missoula....... 
J. M. Woodward, Lincoln 
Edwin Cantlon, Reno 
Lewis C. Fritts, Somerville......... 
Stuart W. Adler, Albuquerque...... 
James Greenough, Oneonta......... 
Donald B. Koonce, Wilmington.... 
R. H. Waldschmidt, Bismarek 
Richard L. Meiling, Columbus...... 
H. M. McClure, Chickasha.......... 


Russell H. Kaufman, Portland 
Elmer G. Shelley, North East 
Jaime F. Pou, Hato Rey........... 
Charles L. Farrell, Pawtucket...... 
William H. Prioleau, Charleston... 


South Dakota State Medical Assn....|A. P. Peeke, Volga.............. pared 
‘Tennessee State Medical Association.|R. B. Wood, Knoxville.............. 
‘Texas Medical Association........... Milford O. Rouse, Dallas........... 
Utah State Medical Association...... James Z. Davis, Salt Lake City.... 
Vermont State Medical Society....... Philip H. Wheeler, Brattleboro..... 
Virginia, Medieal Society of.......... J...D. Hageod, 
Washington State Medical Assn.....|James H. Berge, Seattle............ 
West Virginia State Medical Assn...|Athey R. Lutz, Parkersburg....... 
Wisconsin, State Medical Society of..|L.. O. Simenstad, Osceola........... 
Wyoming State Medical Society...... Joseph S. Hellewell, Evanston..... 


a Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2 


Mr. R. B. Kennedy, P.O. Box 4322, Jackson............ 
E. Royse Bohrer, 634 N. Grand Blvd., St. Louis Biorse 
? L. R. Hegland, P.O. Box 1692, Billings. . 


B. Adams, 1315 Sharp Bldg., Lincoln 
Mr. Nelson B. Neff, P.O. Box 188, 
W. H. Butterfield 18 School St Concord EEE es 
Mr. Richard i. Nevin, 315 W. State St., Trenton 8..... 
Mr. R. R. Marshall, 221 W. Central Ave., a. 
W. P. Anderton, 386 Fourth Ave., New Yo *¢ es 
Mr. James T. Barnes, 203 Capitol ‘Club Bidg., Raicigh: 
Mr. Lyle Limond, Box Eee 
Mr. C. 8. Nelson, 79 East State St., Columbus 15...... 


Mr. R. H. Graham, P.O. Box ean Shartel Station, 
R. R. Carter, 1115 8.W. Taylor St. ‘Portland 5. 
H. B. Gardner, 230 State St., Harrisburg 
Mr. J. A. Sanchez, Box 9111, Santurce 
Thomas Fag id Jr., 154 W aterman St., Providence 6.. 
Mr. M. . Meadors, 120 W. Cheves St., Florence....... 
Mr. J. é Foster, 1st Nat’l Bank Bldg., Sioux Falls.. 
Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5.... 
Mr. C. L. Williston, 1801 N. Lamar Blvd., Austin..... 
Mr. H. Bowman, 428. Fifth East St., Salt Lake City 2 
Robert L. Richards, 128 Merchants Row, Rutland..... 


Mr. R. I. Howard, 1105 W. Franklin St., Richmond 20. 
Frederick A. Tucker, 1309 Seventh Ave., Seattle 1 
Mr. Charles Lively, Box 1031, Charleston 24........... 


Mr. C. H. Crownhart, P.O. Box 1109, Madison 1.. 
Mr. Arthur Abbey, Box 2036, Cheyenne 


St. Paul, May 13-15 
Kansas City, Mar. 31-Apr. 3 


-|Missoula, Sept. ’57 


Omaha, May 
Las Vegas, Sept. 25- 
Dixville Notch, Sept. i“ 16 


Santa Fe, May 15-17 
New York, Feb. 18-21 
Asheville, May 5-8 
Fargo, May 25-28 
Columbus, May 14-17 


Tulsa, May 5-8 
Portland, Oct. 2-5 


-|Pittsburgh, Sept. 15-20 


-|Providence, May 1-2 
Myrtle Beach, Apr. 30-May 2 
-|Sioux Falls, May 18-21 
Nashville, Apr. 7-10 
Dallas, Apr. 28-May 1 
Salt Lake City, Sept. 5-7 
Dixville Noteh, N. H 

Sept. 16-18 
Washington, D.C., Oct. 27-30 


W. Sulphur Springs, 
Aug. 22-24 

.|Milwaukee, May 7-9 

Moran, June 16-19 


“Congratulations, Sir, you're the father of a big, husky boyl” 


“Mrs. Hoskins, I told you we were filled up this morning!” 
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now together... 
for broader control 


NEW 


Hydrocortisone 


re am antibacterial antifungal anti-inflammatory antipruritic 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 
to coal tar and other oint- 
ments. 


AFTER 7 DAYS’ TREATMENT 
with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 
of fissures, subsidence of 
scaling, recession of edema. 


CIBA 


SUMMIT, N. J 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.”! 


Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16 :492 (Dec.) 1954. 
Supplied: Vioform-Hydrocortisone Cream, containin 
Vioform® U.S.P. Ciba) 3% an 


hydrocortisone (free alcohol) U.S.P. 1% in a water- 
washable base; tubes of 5 Gm. and 20 Gm. 
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Ls this your patient, Doctor? 


Not likely . . . if your patient understands that money spent for 
prompt and proper medical care may well turn out to be “‘one of 
life’s biggest bargains’’. 


And that’s exactly what Parke-Davis is telling millions of people 
in the most talked-about public-service advertisements in medical 
history . . . in such magazines as LIFE, SATURDAY EVENING POST 
and TODAY’S HEALTH. 


In addition, when your patient pays a visit to her pharmacist to 
pick up a prescription, chances are the package will include a Parke- 
Davis folder that reminds her . . . right at the time of purchase .. . 
of this vitally important bargain. To date, more than six miilion of 
these folders have been ordered by leading pharmacies. 


All these messages strive to present the facts frankly and clearly, 
in a human-interest way that can be readily understood by everyone. 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


The Parke-Davis campaign 
reaches millions of people in 
LIFE, SATURDAY EVENING POST, 
TODAY’S HEALTH and other 
leading magazines. 
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THORAZINE* 


helps relieve the emotional stress 


that may complicate somatic disorders. . . 
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. . . for example, as an adjuvant in ARTH RITIS 


THORAZINE* helps: to ease anxiety and frustration 
to relieve the general suffering 


to promote normal sleep habits 


It goes without saying that not all arthritic patients 
are benefited by “Thorazine’ therapy. “Thorazine’ is 
most useful when the psychic element is important. 
‘Thorazine’ should be administered discriminately and, before 


prescribing, the physician should be fully conversant with 
the available literature. 


‘Thorazine’ is available in ampuls, tablets and syrup (as the 
hydrochloride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 1 
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On ABC Television each Sunday afternoon 


CIBA brings you a live documentary of medicine in practice, 
presented in co-operation with the American Medical Association. 


Medical Horizons reports every week on a specific field of medicine, di- 
rect from a hospital, clinic or university particularly active in that field. By 
covering a wide range of vital and highly interesting topics, such as 
Adrenal Steroids, Glaucoma, Peptic Ulcers and Heart Aneurisms, Medical 
Horizons helps you keep abreast of what’s new in medicine. 


I B A. .in the tradition 


of research 


CiIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, 


MEDICAL 


now in cordial-like form 


PEACE MIND 
SYRUP 


Good tasting, fast-acting. Especially 

useful in hyperemotive children or in We 
senile anxiety. Each cc. contains 2 mg. 

hydroxyzine. Adult dosage, one or 

two tsp., three times daily. Children, one Wi 

tsp. once or twice daily. In pint bottles. 

ATARAX tablets, too. In 10 mg. 


Chicago 11, Illinois 
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(orange) and 25 mg. (green) 
-- tablets, bottles of 100. 


Now you can add her stylish fancy to 


your prescription facts. 


Soft plastic 

3 oz. tube of Lanteen jelly. \ 
New Easy-clean jelly applicator. 

Lanteen flat spring diaphragm of prescribed size. 
Universal inserter. 


The new Lanteen Exquiset reflects the best of milady’s taste—it’s both stylish and 
discreet. Your patient will appreciate your prescription for the Lanteen Exquiset. 
You will have prescribed an effective contraceptive technique, and also taken account 
of her feminine fancy. Another design by Lanteen for better patient-cooperation. 


Physician’s prescription package. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin 
in a tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 
1450 Broadway, New York 18, N. Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) 
Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company. 
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can you spot the bronchodilator, Doctor? 


It’s there—in the cupped hand—barely noticeable, 
but giving easy relief with just a few inhalations. 
NORISODRINE in the AEROHALOR is that fast. 

No matter where or when bronchospasm threatens, 
your asthma patient has therapy within reach. The ; 
unbreakable AEROHALOR fits pocket or purse. And risk 
of side effects is minimal, too, because systemic pressor 
action is negligible and dosage can be regulated precisely. 

Keep a few AEROHALORS with NORISODRINE on 
hand. Then you'll be able to demonstrate this unique 


therapy to your patient and 
prescribe without delay. 


FITS POCKET OR PURSE 


N ORI S OD RIN 1 —_— Powder / in the AEROHALOR® 


(Isoproterenol Sulfate, Abbott) (Abbott’s Powder Inhaler) 
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CHLOROMYCETIN 
, ANTIBIOTIC A 

/ ANTIBIOTIC B 
/ | ANTIBIOTIC C 
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NONHEMOLYTIC MICROCOCCUS AUREUS 
(363-418 STRAINS) 


CHLOROMYCETIN 
_ ANTIBIOTIC A 
ANTIBIOTIC B 
ANTIBIOTIC C 


94% 
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ESCHERICHIA COLI 
(478-586 STRAINS) 


HEMOLYTIC MICROCOCCUS AUREUS 


CHLOROMYCETIN 
, ANTIBIOTIC A 

ANTIBIOTIC B 

ANTIBIOTIC C 


\ 
\ 
\ 
\ 
\ 
\ 


57% 


(729-776 STRAINS) 


CHLOROMYCETIN 

ANTIBIOTIC A 
ANTIBIOTIC B 
ANTIBIOTIC C 
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AEROBACTER AEROGENES 
(153-193 STRAINS) 


4 
69% 72% 
4 
91% 
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greater antibacterial efficacy... 


Chloromycetin: 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 

a: most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.1-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 


Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 


therapy. 


* References (1) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W,; 
Elstun, W., & Fultz, C. T.: J.A.M.A. 157:305 (Jan. 22) 1955. (2) Austrian, R.: 
New York J. Med. 55:2475 (Sept. 1) 1955. (3) Murphy, FE D., & Waisbren, B. A., 
in Murphy, F D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Phila- 
delphia, F A. Davis Company, 1955, p. 557. (4) Weil, A. J., & Stempel, B.: 
Antibiotic Med. 1:319, 1955. (5) Jones, C. P; Carter, B.; Thomas, W. L., & 


*This graph is adapted Creadick, R. N.: Obst. & Gynec. 5:365, 1955. (6) Kass, E. H.: Am. J. Med. 
hog: renin oa 18:764, 1955. (7) Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159 
Elstun, & Fultz. (Apr . 15) 1955. 
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Medihaler-Epi 


Medihaler 
Means self-powered, uniform, measured- 
dose inhalation therapy... 


Medihaler 
Means true nebulization. Each measured Medihaler 
dose provides 5 to 8 times as many par- 
ticles in the ideal size range as most con- 
ventional nebulizers... 


Medihaler 
Means an unbreakable Oral Adapter— 
no movable parts—no glass to break— 
no rubber to deteriorate.. 


Medihaler 


Means effective medications in an inert 
aerosol vehicle, in leakproof, spillproof, 


plastic-coated bottles... 


Means utmost patient convenience— 
medication and Adapter together in plas- 
tic case, convenient for pocket or purse... 


Medihaler 


Means greater economy —no costly glass 
nebulizers to replace, and one inhalation 


usually suffices for prompt relief. 


THE UNIQUE MEASURED-DOSE INHALATION METHOD 


For Rapid Relief of Acute or 
Continuing Bronchospasm 


Riker brand of epinephrine 0.5% solution 
in inert, nontoxic aerosol vehicle. Each 
ejection delivers 0.125 mg. epinephrine. 
In 10 cc. vial with metered-dose valve, 
sufficient for 200 inhalations. 


Medihaler-lso- 


Riker brand of isoproterenol HC] 0.25 % 
solution in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.06 mg. isopro- 
terenol. In 10 cc. vial with metered-dose 
valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 


yew Medihaler-Nitro’ 


Medihaler-Nitro is 1% octyl nitrite in nebuli- 
zation form. Outstanding for the emergency 
relief of acute anginal pain. Each inhalation 
delivers precisely 0.25 mg. of octyl nitrite. By 


phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only one 
inhalation is necessary. 


Re Medihaler Oral 


Note: First ton for Medihaler 
medications Should include the desired 
medication and Medihaler Oral Adapter. 


Oral Adapter made of hard plastic with 
no movable parts... fool- 
proof...unbreakable and 
easily cared for by rapid 
rinsing...entire set, in- 
cluding medication, fits 
into neat plastic case 
small enough to be carried 
inconspicuously in pocket 
or purse...the smallest 
package for nebulization 
ever produced. 


using the lungs as the most direct portal of 
entry, faster relief than from orally adminis- 
tered drugs is assured because of proximity 
of pulmonary and coronary circulations. 
Faster-acting than nitroglycerin and notably 
unburdened by undesirable 


side actions. 

Only one or two inhalations , 
necessary. One full minute 
should elapse between inhala- 


tions. In 10 cc. Medihaler bot- LOS ANGELES 


tle with metered-dose valve. 
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well suited for 
protonged 
therapy 


@ well tolerated, nonaddictive, essentially nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 


@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 


@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


THE ORIGINAL MEPROBAMATE 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 


BY ) WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN MOLECULE 
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? / “T have used meprobamate in my 
general psychiatric practice since April, 1955, 
a and believe it to be [a] drug of choice for 
Same relief of tension, anxiety and insomnia.” 


Lemere, F.: Northwest Med. 54: 1098, 1955. 


the patient [taking Miltown] 
never describes himself as feeling detached 


re por t S or ‘insulated’ by the drug. He remains... 
in control of his faculties, both mental 
O f and physical, and his responsiveness to other 


persons is characteristically improved.” 
| ° ° Sokoloff, O.J.: A.M.A. Arch. Dermat. In press. 

clinical 

‘2 “Of special importance is the fact 


studies that Miltown does not appear to affect 
autonomic balance—which in alcoholics is 
often unstable...” 


Thimann, J. and Gauthier, J.W.: Quart. J. 
Stud. Alcohol. 17: 19, 1956. 


“+ “The [relative] absence of toxicity, 
both subjectively and objectively, is 
an important feature in favor of Miltown. 
In addition, there were no withdrawal 
phenomena noted on cessation of therapy, 
whether it was withdrawn rapidly or slowly.” 


Borrus, J.C.: J.A.M.A. 157: 1596, 1955. 


e) “Miltown is of most value in the 

oe so-called anxiety neurosis syndrome, especially 
Sire, when the primary symptom is tension... 

i Miltown is an effective dormifacient and 

appears to have . . . advantages over the 

: conventional sedatives except in psychotic 

4 patients. It relaxes the patient for natural 
sleep rather than forcing sleep.” 


Selling, L.S.: J.A.M.A. 157: 1594, 1955. 


THE ORIGINAL MEPROBAMATE 


discovered and introduced 


by WW) Wallace Laboratories, New Brunswick, N.J. 
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TROMEXAN 


ethyl acetate 


rapid onset of therapeutic effect 
ready reversibility of action 


Experience has shown that a satisfactory level of 
hypoprothrombinemia can nearly always be achieved 
with Tromrxan in 24 to 48 hours.’* The problem 
of excessive hypoprothrombinemia is reduced 
“*,.-because of the rapid cessation of the effect of a 
single dose and the rapid response to vitamin Ki 
preparations.” 


These distinctive characteristics of Tromexan are 
of significant and established value in preventing 
early complicating thromboses or when prompt 
termination of treatment, such as for emergency 
surgery, is required.* 

(1) Burke, G. E., and Wright, I. S.: Circulation 3:164, 1951. 
(2) Vander Veer, J. B.; Funk, E. H., Jr.; Boyer, FE R., and Keller, 


E. A.: Am. J, Med. 14:694, 1953. (3) Scarrone, L. A.; Beck, 
D. F, and Wright, I. S.: Circulation 6:489, 1952. 


TROMEXAN® ethyl acetate (ethyl biscoumacetate cEIcY), scored 
tablets of 150 mg. and 300 mg. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
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nasal congestion © 


with just drops 


HYDROCHLORIDE 
(naphazoline hydrochloride C|BA) i 


Nasal Solution, 0.05% 
Nebulizer, 0.05% C M A 
i Nasal Jelly, 0.05% 
Ophthalmic Solution, 0.1%, for 
conjunctival vasoconstriction 
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Vol. 162, No. 17 


Washington 


Salk Vaccinations Urged for Holidays « 
Congressional Interest in Jenkins-Keogh Bills « « 
Army, Air Force Report on Residencies * 

First Small Business Loans to Hospitals  « 

VA Studying Tuberculosis Infection ¢ « 

Cancer Research Training Grants Made « « 


POLIOMYELITIS VACCINE 


Two more developments at the federal level have 
stressed anew the problems in the Salk poliomyelitis 
vaccine situation. The Public Health Service now esti- 
mates a manufacturers’ backlog of close to 23,000,000 
cc. of the vaccine, as well as uncounted millions in the 
hands of pharmacists and physicians. Secretary Folsom 
of the Department of Health, Education, and Welfare 
has blamed “public apathy” for the lag in the program. 

Only four states have used up their grants from an 
original federal fund of $53,600,000 to help states in 
providing free vaccine to persons under age 20. They 
are Illinois, Kansas, North Dakota, and Vermont. Two 
others, Massachusetts and Rhode Island, have used all 
but a few dollars of their grants. 

With this background, PHS Surgeon General Leroy 
Burney suggested families use the holiday season to 
arrange for inoculations for all persons under 40 years 
of age who have not had three injections. “Vaccine 
protection of unprotected children may mean that 
some will be around happy and well at future Christ- 
mases who otherwise may be crippled or killed by 
polio. And parents and others under 40 years of age 
should arrange their own protection. I personally have 
seen instances in which both parents in an age span 
between 22 and 25 years have been stricken and one 
or both crippled for life,” Dr. Burney declared. 

In another move, the Commerce Department set a 
quota of 7,000,000 cc. for export of the vaccine in the 
first three months of 1957. This is the same amount 
as for the last three months of 1956, and the Com- 
merce Department explained that this high level was 
being maintained because of the large stocks with 
the manufacturers. 


ANNUITY FOR SELF-EMPLOYED 


Weeks in advance of the convening of the 85th 
Congress, considerable sentiment had been found 
among the newly elected members for the principle of 
the Jenkins-Keogh bills. They are the measures that 
would allow a deferment of taxes on money paid by the 
self-employed into annuity plans. The American Bar 
Association’s Committee on Retirement Benefits has 
sounded out House members and found more than half 


From the Washington Office of the American Medical Association. 


of them in favor of the principle. Of the 435 Republi- 
cans and Democrats in the House, 294 were reported 
in favor, 120 views were unknown, 18 were non- 
committal, and only 3 opposed. 

Under present plans, a new bill is due to be intro- 
duced by Rep. Eugene Keogh (D., N. Y.) that will 
allow for withdrawal of funds from a retirement plan 
in advance of age 65 upon payment of a small penalty. 
The American Medical Association has long supported 
the Jenkins-Keogh plan because the self-employed are 
now discriminated against in this field. As early as 
1948, the A. M. A. Board of Trustees gave its endorse- 
ment of the principle of tax deferment on retirement 
income. 


ARMED FORCES RESIDENCY TRAINING 


The Army and Air Force have made separate an- 
nouncements on their residency training programs. 
The programs are being given added emphasis in ef- 
forts to encourage physicians to enter or remain in the 
medical services. 

The Air Force estimates that since last July 1 a total 
of 181 of its medical officers have entered residency 
training in the various. medical specialties. Twenty-six 
are taking training in civilian hospitals, and the rest 
are assigned to military hospitals. A breakdown of 
the specialties shows that 33 are taking training in 
internal medicine; 31 in general surgery; and 20 in 
obstetrics and gynecology. The Air Force reports that 
it still has need for more physicians in these specialties 
and that there are training opportunities also in oto- 
laryngology, pathology, neurology, pediatrics, psychia- 
try, cardiology, gastroenterology, allergy, and general 
practice. 

The Army is preparing to start its first formal resi- 
dency training program in preventive medicine next 
July 1. It will be for a three-year program and is open 
to Regular Army Medical Corps officers or civilian 
physicians who accept Regular Army commissions. 

Both civilian and military training will be provided 
over the three years. The first year will consist of an 
1l-month course in military preventive medicine at 
the Walter Reed Army Institute of Research, or an 
equivalent graduate course in preventive medicine or 
public health at a civilian university. 

The second year will be spent in an approved civil- 
ian program in a city, county, district, or state health 
department, and the third year will consist of a formal 
military residency at a large Army post, with a small 
portion of the time spent at an Army headquarters 
under supervision of preventive medicine officers. 

Those finishing the full three years will be expected 
to spend three additional years practicing the specialty 
to establish eligibility for board examination. For phy- 
sicians with previous military experience, the military 
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phase of the training may be omitted. Application has 
been made to the American Medical Association’s 
Council on Medical Education and Hospitals for ap- 
proval of the third year of the program, which is now 
being developed. 


AID FOR HOSPITALS AND CLINICS 


The Small Business Administration has made the 
first loans under its new program for aiding proprietary 
hospitals, nursing homes, and clinics in new construc- 
tion or expansion. The federal agency makes loans up 
to $250,000 a facility, generally at 6% interest over a 
10-year period. Loans may be made either with or 
without local bank participation. 

The Small Business Administration listed these four 
initial projects: Dr. Maurice M. Davidson of Sherman 
Oaks, Calif., $250,000 to aid in construction of a 50- 
bed hospital; Drs. J. T., L. C., and W. M. Jackson of 
the Goodlark General Hospital, Dickson, Tenn., $250,- 
000 for a 50-bed hospital and clinic; Drs. Ben R. Boice 
and Paul Anspach, of the Sonora (Calif.) Hospital, 
$200,000 for a 34-bed extension; and the Farmington 
(Conn.) Convalescent Hospital, $29,000 for hospital 
equipment. 


TRANSMISSION OF TUBERCULOSIS GERMS 


The Veterans Administration is making a study of 
how tuberculosis germs get into the lungs of uninfected 
persons and how this can be prevented. The investiga- 
tion is being.conducted at the VA hospital in Balti- 
more. The VA explains that, although staff members 
and volunteer workers in VA hospitals now are pro- 
tected effectively against tuberculosis, the study proj- 
ect may develop simpler safety techniques. 

Dr. Ross L. McLean, chief of professional services 
at the Baltimore hospital, has said that all evidence 
points to air breathed as the major pathway for the 
germ to travel, both inside and outside hospitals. He 
stated that studies with rabbits and special laboratory 
types of tuberculosis germs have shown that only the 
tiniest particles of matter can carry the tuberculosis 
germ into the lung of an uninfected animal. 

Because the infectious particles are so small they 
float around like smoke, ultraviolet light treatment of 
contaminated air has been found effective in protect- 
ing the experimental animals. In the test 200 guinea 
pigs will be kept for many months in an exposure 
chamber where they will breathe air drawn from 
rooms of patients with active tuberculosis, Dr. McLean 
said. The rate of their infection will be the basis for 
establishing the air’s ability to carry the germs. 


CANCER RESEARCH 


Drawing on a $1,200,000 appropriation, the National 
Cancer Institute has begun a research training pro- 
gram designed to increase the number of scientists in 
clinical and nonclinical research in cancer. The first 
step of the program was the recent awarding of 15 


J.A.M.A., December 22, 1956 


research grants totaling $819,067 to 14 institutions. 
The National Institutes of Cancer has emphasized that 
this program supplements, but does not replace, regu- 
lar research fellowships or training opportunities 
through employment on research projects. 

The first grants were awarded to the University of 
Utah, Clark University, Columbia University, Yale 
University, Sloan-Kettering Institute for Cancer Re- 
search, Roswell Park Memorial Institute, University of 
Wisconsin, University of Minnesota, University of 
Kansas, Brown University, Stanford University, Wash- 
ington University, Roscoe B. Jackson Memorial Lab- 
oratory, and Massachusetts General Hospital. 


MISCELLANY 


The Public Health Service reports that 1956 will 
produce a record number of births—an estimated 4,- 
202,000. Births during the first nine months of this 
year were nearly 3% ahead of 1955, and 111,000 more 
babies are expected in 1956 than last year. .. . The use 
of new tranquilizing drugs has reduced electric and 
insulin shock treatment by 90% at Veterans Adminis- 
tration mental hospitals. The VA adds that the drugs 
are permitting better treatment for mentally ill veter- 
ans and more patients can now return home. . . . The 
PHS has awarded the first construction grants to help 
communities build sewage treatment plants to combat 
water pollution. The awards, authorized by the Fed- 
eral Water Pollution Control Act, were made to Hig- 
ginsville, Mo., and Meridian, Miss. . . . The PHS will 
hold regular corps examinations Feb. 26-29 for clinical 
psychologists, parasitologists, chemists and biochem- 
ists, and bacteriologists at a number of place in the 
U.S. 


PERSONNEL 


Two physicians and an authority on social work 
have been appointed to the Veterans Administration 
Special Medical Advisory Group that advises the VA 
administrator on its medical programs. The new mem- 
bers are Dr. Harold G. Scheie, University of Pennsy]l- 
vania; Dr. Harold A. Sofield, West Surburan Hospital, 
Oak Park, Ill; Miss Mary L. Hemmy, University of 
Pittsburgh. . . . Col. Floyd L. Wergeland, M. C., has 
been named chief of the personnel division, office of 
the surgeon general of the Army. . . . The Federal 
Civil Defense Administration Staff College recently 
graduated nine Public Health Service personnel pre- 
pared for assignments as civil defense consultants. The 
nine men are Dr. John R. M. Thelan, Rhode Island 
Department of Health; Dr. James P. Shortal, PHS re- 
gion 2, New York; Dr. Russell H. Thompson, Michigan 
Department of Health; Dr. Robert L. Watson, Mary- 
land State Department of Health; Harold L. Boyd, 
Minnesota Department of Health; Raymond F. Dixon, 
PHS in Washington, D. C.; Dr. Stuart C. Nottingham, 
PHS region 5, Chicago; Dr. Robert D. Wright, PHS 
region 3, Charlottesville, Va.; and Sim B. Shattuck, 
PHS region 7, Dallas, Texas. 
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Protein Deficiency, a Hazard in 


Surgical Patients, Reversed with Nilevar® 


With surgery made safe for the patient, 


the patient may now be made safe for surgery. 


Hernia repair 42.2 


t 


Cholecystectomy 114.0 
t 
Gastric resection 54.0 
t 
Colon resection 37.0 
Acute appendicitis 49.0 


*COMPLETE DATA IN ORIGINAL ARTICLE (Rhoads, J. E.: Internat. Abst. Surg. 94:417 (May) 1952.) 


Patients about to undergo extensive surgery! 
frequently have negative nitrogen balance and 
protein deficiency. And after any severe trauma, 
including extensive surgery, the rate of protein 
breakdown is increased. 

It is also well recognized that patients with a 
strongly negative nitrogen balance are much 
more prone to suffer delayed wound healing?, 
secondary infections*, shock? and delayed con- 
valescence’, 

The need for an effective protein anabolic 
agent is stated by Moore and Ball®°—“there is one 
unbreakable rule of surgical convalescence: to 
complete his recovery, regain strength and re- 
turn to work the patient must come into positive 
nitrogen balance.” 

Nilevar (brand of norethandrolone) is a new 
anabolic steroid which rapidly and effectively re- 
verses or diminishes excessive protein catabolism 
and nitrogen loss accompanying major surgical 
procedures. The protein anabolic activity of 


Nilevar is specific. There are usually minimal or 
no androgenic side effects. 

In addition to its use both preoperatively and 
postoperatively, Nilevar is indicated in all con- 
ditions in which excessive protein catabolism 
(nitrogen loss) hinders or delays convalescence: 

Recovery from pneumonia, poliomyelitis, se- 
vere burns and fractures, and in the care of pre- 
mature infants, decubitus ulcers and wasting 
diseases such as cancer and tuberculosis. 

The daily adult dose is three to five Nilevar 
tablets (30 to 50 mg.). For children the daily 
dosage is 1 to 1.5 mg. per kilogram of body 
weight for the first ten days of treatment, after 
which the daily dosage should be reduced in all 
prepuberal patients to 0.5 mg. per kilogram of 
body weight. Individual dosages depend on the 
need for and the response to therapy. G. D. 
Searle & Co., Chicago 80, Illinois. Research in 
the Service of Medicine. References supplied on 
request. 
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ACHROMYCIN 


Hydrochloride 
Tetracycline HCI Lederle 


in the treatment of 


genitourinary infections 


UROLOGISTS report the decided advantages of 
oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary tract 
infections. 


Finland’s' group of patients with acute infec- 
tions of the urinary tract (principally E. coli) 
demonstrated excellent response, both clini- 
cal and bacteriological, following administra- 
tion of tetracycline. 


Prigot and Marmell’ reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treatment 
visit. Purulent discharge disappeared in these 
patients within 24 hours after a usual 1.5 Gm. 
dose of tetracycline. 


Trafton and Lind? found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections caused 
by both Gram-negative and Gram-positive 
organisms. 


English, et al.* noted that a daily dose of 1 to 
1.5 Gm. of tetracycline resulted in urinary 
levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage forms. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY Lederle) 


PEARL RIVER, NEW YORK 


U.S. PAT. OFF, 


References: 

1. Finland, M., et al.: J.A.M.A. 154:561 (Feb. 13) 1954. 

2. Prigot, A. and Marmell, M. Antibiotics and Chemotherapy 4:1117 
(Oct.) 1954. 

3. Trafton, H. and Lind, H.: idem 4:697 (June) 1954. 

4. English, A., et al.: idem 4:441 (April) 1954. 
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SAVE 


YOUR TIME... 


Use this order blank 
to obtain, free, any or 
all of the 6 different 


IVORY 
HANDY 


SICK ROOM PRECAUTIONS TO PREVENT | 
THE SPREAD oF COMMUNICARiE DISEASE 


...LO HELP 


The task of providing routine guidance for care of patients with 
communicable disease can be greatly simplified by use of this Ivory 
Handy Pad: the busy doctor merely hands a sheet from “Sick Room 
Precautions to Prevent the Spread of Communicable Disease”’ to 
the person in charge of the sick room. Each of the 50 identical sheets 


YOUR PATIENTS 


in this Handy Pad contains printed instructions covering the re-_ 


quired procedures and precautions. Only professionally accepted 
matter is included—with no advertising of any sort. Like the five 
other titles in the Handy Pad series, “Sick Room Precautions” was 
originated by Ivory Soap as a service to the medical profession. 


99*/100% PURE* 


PROCTER & GAMBLE, Dept. A, Box 687, 


Handy Pad No. 
Handy Pad No. 
Handy Pad No. 


Handy Pad No. 
Handy Pad No. 


Please send, at no cost or obligation, one of each Ivory Handy Pad checked: 


Cincinnati 1, Ohio 


1: “Instructions for Routine Care of Acne.” 
2: “Instructions for Bathing a Patient in Bed.” 
3: “Instructions for Bathing Your Baby.” 
Handy Pad No. 4: “The Hygiene of Pregnancy.” | 
5: “Home Care of the Bedfast Patient.” 
6: “Sick Room Precautions to Prevent the Spread 
of Communicable Disease.” 


M.D. 


Address. 


City one—_State 
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to save you tine giving 
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For a 5-day treatment of amebiasis 


Tablets 


ing cases. in puzzling array of symptoms (constipation, 
| diarrhet, flatulence; anorexia, fatigue, weight loss) have proved 


resis int to other usual measures. 
On body-weight basis. Maximum—500 mg. daily for 6 days. 


_BIBLIOGRAPHY 
‘Brows, H: Gébbart, W. and Reich, A.: Intestinal amebiasis: Incidence, symp- 
_, toms, and treatment with arsthinol (Balarsen), J.A.M.A. 160:360, 1956. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


ANNUAL CONGRESS ON INDUsTRIAL HEALTH, Biltmore Hotel, Los Angeles, 
Feb. 4-3. Dr. B. Dixon Holland, 5385 North Dearborn St., Chicago 10, 
Secretary. 

ANNUAL! CONGRESS ON MEDICAL EDUCATION AND LICENSURE, Palmer 
House, Chicago, Feb. 10-12. Dr. Edward L. Turner, 535 North Dear- 
born St., Chicago 10, Secretary. 


AMERICAN ACADEMY OF ALLERGY, Statler Hotel, Los Angeles, Feb. 4-6. 
Mr. James O. Kelley, 208 East Wisconsin Avenue, Milwaukee 2, Execu- 
tive Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan. 26-31. Mr. John K. Hart, 116 S. Michigan Ave., Chicago 3, Execu- 
tive Secretary. 

AMERICAN COLLEGE oF RaApI0LoGy, Drake Hotel, Chicago, Feb. 8-9. Mr. 
William C. Stronach, 20 North Wacker Drive, Chicago 6, Executive 
Secretary. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 25. Dr. George S. Phalen, Cleveland Clinics, 2020 East 93d St., 
Cleveland 6, Secretary. 

CENTRAL SuRGICAL AssocIATION, Drake Hotel, Chicago, Feb. 21-23. Dr. 
Charles D. Branch, 102 North St., Peoria, Ill., Secretary. 

NeEvnRosurGICAL SocrETy OF AMERICA, Palm Springs, Calif. Jan. 16-19. 
Dr. Frank P. Smith, Strong Memorial Hospital, Crittenden Blvd., 
Rochester, N. Y., Secretary. 

New York, MEDICAL SociETY OF THE STATE oF, Sesquicentennial Con- 
vention, Hotel Statler, New York City, Feb. 18-21. Dr. Walter P. 
Anderton, 386 Fourth Ave., New York City 16, Secretary. 

NortuweEst Society For REsEARcH, Seattle, Jan. 19. Dr. Arthur 
L. Rogers, 1216 S. W. Yamhill St., Portland 5, Ore., Secretary. 

VALLEY Procto.tocic Society, Sheraton-Gibson Hotel, Cincinnati, 
Jan, 11-12. Dr. A. Gerson Carmel, 214 Doctors Bldg., Cincinnati 2, 
Secretary. 


REGIONAL MEETINGS: 

AMERICAN COLLEGE OF PHYSICIANS: 
Colorado, Colorado Springs, Jan. 18-19. Dr. C. Wesley Eisele, 4200 
East 9th Ave., Denver 20, Chairman. 
Delaware, Wilmington, Feb. 9. Dr. Ward W. Briggs, 1026 North 
Jackson St., Wilmington 2, Chairman. 
Eastern Pennsylvania, Philadelphia, Jan. 18. Dr. Thomas M. Mc- 
Millan, 330 South Ninth St., Philadelphia 7, Governor. 

AMERICAN COLLEGE OF SURGEONS: 
Louisiana, New Orleans, Jung and Roosevelt Hotels, Feb. 4-7. Dr. 
Howard R. Mahorner, 2030 St. Charles Ave., New Orleans 13, 
Chairman. 
Puerto Rico, San Juan, Caribe-Hilton Hotel, Jan. 17-18. Dr. Jose A. 
Noya Benitez, 301 Avenue de Diego, Santurce, P. R., Chairman. 
United States Section, International College of Surgeons: Mid-Atlantic, 
White Sulphur Springs, W. Va., Greenbrier Hotel, Feb. 10-13. Dr. 
E. G. Gill, 711 S. Jefferson St., Roanoke, Va., Chairman. 

SoutTH ATLANTIC ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, 
Francis Marion Hotel, Charleston, S.C., Feb. 6-8. Dr. C. H. Mauzy, 
Bowman Gray School of Medicine, Winston-Salem, N. C., Secretary. 

SratTes’ MEpICAL PosTGRADUATE ASSOCIATION, Palmer House, Chicago, 
Feb. 10. Miss Charlotte W. Troutwine, 30 Fenway, Boston 15, Mass., 
Secretary. 

WESTERN SocireTs FOR CLINICAL RESEARCH, Carmel-by-the-Sea, Calif., 
Jan. 31-Feb. 2. Dr. Arthur J. Seaman, 3181 S.W. Sam Jackson Park Rd., 
Portland 1, Ore., Secretary. 


FOREIGN AND INTERNATIONAL 

CoL_ueceE or GENERAL Practice, Sheraton-Mt. Royal Hotel, Montreal, 
P. Q., Canada, March 4-6, 1957. Dr. W. V. Johnston, 176 St. George St., 
Toronto 5, Ont., Canada, Executive Director. 

ConGREss OF FRENCH SocirETY OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

ConGRESsS OF INTEKNATIONAL ANESTHESIA RESEARCH Society, Phoenix, 
Ariz., U.S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U.S. A. 

ConGrEss OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Varvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGreEss OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 7-11, 1957. For information address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

HeartH Concress or Royat SOCIETY FOR THE PROMOTION OF HEALTH, 
Folkestone, Kent, England, April 30-May 3, 1957. Mr. P. Arthur Wells, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN MEDICAL CONVENTION, Hotel El Panama, Panama City, 
Republic of Panama, April 3-5, 1957. Dr. William T. Bailey, Medical 
Association of the Isthmian Canal Zone, Box “E”, Balboa Heights, 
Canal Zone, Chairman, Publicity Committee. 
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INTERIM CoNGRESS OF PAN AMERICAN ASSOCIATION OF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U.S. A., April 7-10, 1957. Dr. Brittain 
F. Payne, 17 East 72nd Street, New York 21, N. Y., U.S. A., President. 

INTERNATIONAL CONFERENCE ON AvupIOLocy, Chase Hotel, St. Louis, Mo., 
U.S.A., May 18-16, 1957. For information address: Dr. S. Richard 
Silverman, Central Institute for the Deaf, 818 South Kingshighway, 
St. Louis, Mo., U.S. A. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U.S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 3401 North Broad St., Philadelphia 40, Penn- 
sylvania, U.S. A., Secretary. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 
ton, D. C., U. S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U.S. A., General Secretary. 

INTERNATIONAL CONGRESS ON RHEUMATIC Di1sEAsES, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Congress 
on Rheumatic Diseases, P.O. Box 237, Terminal “‘A,” Toronto, Ont., 
Canada. 

INTERNATIONAL CONGRESS FOR SOCIAL MEDICINE, Vienna, Austria, May 
$1-June 2, 1957. Secretariat: Prof. Dr. T. Antoine, Vienna 9, Spitalgasse 
23, Austria. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurcEons, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
information address: Secretary, Mexican Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, Ill, U. S. A. 

INTERNATIONAL VorIcE CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
AND THERAPY), Chicago, Illinois, U. S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 30 North Michigan Ave., Chi- 
cago 2, Illinois, U. S. A. 

Latin AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHO- 
ESOPHAGOSCOPY, Lima, Peru, S. A., April 15-30, 1957. Dr. Jose Daris 
— Gmo. Prescott 240, Orrantia, Lima, Peru, S. A., Secretary 

neral. 

Pan AMERICAN CoNGRESS ON CaNCcER CyroLocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. S. A., General Chairman. 

WiLit1aM Harvey TERCENTENARY ConGress, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.1, 
England, Honorary Secretary. 

Worvp ConGress For ACUPUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 

Sunday, Dec. 23 
ABC-TV, 4:30 p. m. EST. “Medical Horizons” reports on 
Christmas at Memorial Hospital, a community hospital in 
Morristown, N. J. 


MAGAZINES 


Ladies Home Journal, December, 1956 
“The Year of My Rebirth,” by Jesse Stuart 
This article is a condensation of a book that tells of the 
author’s recovery from a heart attack and his adjustment 
to a less active way of life. 
“Lung Cancer and Smoking,” by Charles S$. Cameron, M.D. 
“Most of the scientists who have given thought and study 
to the [tobacco-cancer] issue appear to agree that an asso- 
ciation between cigarette smoking and cancer of the lung 
does exist. Whether that association is one of cause and 
effect is as yet unanswered in terms of major scientific 
opinion.” 
“The Fabulous Formula,” by Dawn Crowell Norman 
This is a follow-up story to THE JourNAL’s “fabulous for- 
mula” article, which appeared in the July issue. The author 
tells how the diet has helped persons lose weight. 
Redbook, December, 1956 
“How We Can Help Troubled Children,” by Lawrence 
Lader 
“Child guidance or child psychiatry clinics are our main 
weapon today against the rising number of emotional prob- 
lems among children.” The article tells which states have 
such clinics available. 


(Continued on page 30) 
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“What Can You Do about Skin Trouble?” 
In addition to “general pointers for skin care,” the article 
contains specific information on how to deal with acne, 
psoriasis, itching, athlete’s foot, lupus erythematosus, and 
contact dermatitis. 


Family Weekly Magazine, Dec. 9, 1956 
“Beware the Medical Quack,” by Lillian Pompian 
“Thousands of sick people are being saved by ethical, hard- 
working doctors using the scientific advances of modern 
medicine. But thousands of others are being victimized by 
an army of medical quacks and fakers, peddling death and 
fraud.” The author tells readers that if they are in doubt 
about a treatment, nostrum, or doctor they should check 
with their local medical society or with the A. M. A. 


Saturday Evening Post, Dec. 1, 1956 

“Are You Eating Your Way to a Heart Attack?” by Steven M. 

Spencer 
“Doctors have new evidence that our high-cholesterol- 
high-fat-diet is the real villain behind coronary disease.” 
The author points out that the case “has by no means 
been proved, and there are enough unsettled questions to 
engage the doctors in lively debate for some time.” 


Collier's, Dec. 21, 1956 
“The Secret of Slenderella,” by Robert O’Brien 
This is a report on the Slenderella treatment, which com- 
bines machine massage with “planned menus” for the cus- 
tomer and “mint wafers to take the edge off the appetite, 
maintain her vitamin and mineral supply and remind her 
that she is committed to a program of self improvement 
and is paying for it in cold cash.” 


Cosmopolitan, December, 1956 
“The Nasal Passage,” by Lawrence Galton 
“Abnormally dry mucous membranes, according to a re- 
cent medical report, can produce symptoms that mimic 
those caused by abnormally wet ones.” 


“Six Men Named John Doe,” by Jack Shane 
This is a picture story on the life of six American medical 
students attending the University of Bologna in Italy. (All 
six jointly list their names as “John Doe” in the local 
phone book. ) 

“The New Attitude Towards Faith Healing,” by T. F. James 
“More and more traditionally conservative Protestant 
churches are quietly opening their doors to a dynamic 
belief in God’s healing power—with amazing results.” The 
article is billed as “an exclusive report on a movement 
which may transform the practice of religion and medicine 
throughout the world.” 

“They Make the Blind See,” by Miriam Zeller Gross 
This article takes you on a visit to Wills Eye Hospital, Phila- 
delphia, “the only hospital on the American continents 
whose entire facilities are devoted exclusively to the treat- x) 
ment of eyes.” 


Look, Dec. 25, 1956 
“Beware of Do-It-Yourself Psychiatry,” by Arthur Gordon 
“A great deal of harm is being done by amateur ‘experts’ 
in psychiatry.” The author points out that “self-diagnosis 
of mental and emotional disturbances often results in harm- 
fully complicating already complex problems.” 


Parents Magazine, December, 1956 
“Annual Review of What’s New in Child Health and Welfare,” 
by Martha M. Eliot, M.D. 
The chief of the Children’s Bureau, U. S$. Department of 
Health, Education, and Welfare summarizes news items of 
interest to parents. 
Saturday Evening Post, Dec. 8, 1956 
“My Twelve Years as a Blind Man,” by William Winstead as 
told to Steven M. Spencer 
“An explosion victim reveals what ‘permanent’ blindness 
did to him, and tells of the operation by a University of 
Pennsylvania surgeon that gave him back his sight.” 
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Problems of Aging 


Since the days of antiquity, old age has been a preferential 
theme of writers and philosophers. Its rewards, no less than its 
penalties, have been told in the literature of successive ages. 
“Old age, on tiptoe, lays her jeweled hand/lightly in mine. 
Come tread a stately measure,/most gracious partner, nobly 
poised and bland.” These, the gracious words of Santayana, 
convey each man’s hopes for his declining years. More often 
however, it is as Hazlitt_saw it: “The young are prodigal of 
life from a superabundance of it, the old are tenacious on the 
same score, because they have little left, and cannot enjoy 
even what remains of it.” Too often the senior citizen finds 
himself exiled from the green pastures of yesteryear to a gray 
sort of no-man’s-land alone, misunderstood and misunder- 
standing. . ... In few, if any, branches of psychiatry are the 
biological, social, psychological and pathological factors so 
sensitively attuned as they are in the emotional and mental 
disorders of old age. Physiologically, there occurs during aging 
a gradual impairment of homeostatic capacities along with 
degenerative tissue changes. Emotional pressures in themselves 
play a part in the breakdown of homeostasis and old age is a 
time of major stress for many people. The stress, unique in the 
experience of the individual, entails strenuous adaptive efforts— 
these in the face’ of waning physical and mental capacities. 
One by one the props of individual security vanish. The body 
image is distorted and the whole physical machine begins to 
sputter. The satisfactions of work and independence are largely 
evanescent and the individual feels impoverished in a purpose- 
less, hectic world. . . . Sources of gratification evaporate, yet 
personality needs are as strong as ever: they flow through 
channels cut long before and involve the same offensive and 
defensive maneuvers. The rigidity traditionally equated with old 
age is, in part, the expression of the need to maintain a world 
that used to be—a world in which self-esteem, satisfaction and 
relative mastery of the environment occurred at least some of 
the time. .. . 

Our contemporary culture, which places a premium on youth, 
mobility and change, detours or demolishes impediments to 
movement. The aging person, whether or not he is aging with 
difficulty, is felt to be somewhat of a drag, and so he feels 
himself as a rule. He senses the hostility and fear aroused in 
others by the evidences of senescence. . . . Sensitive to this, 
the senescent neither accepts it nor the fact of his decrepitude 
with philosophic indifference. Instead he feels angry and re- 
sentful. . . . The result may be importunate and demanding 
behavior, a querulous complaining, or a retreat to quiet martyr- 
dom and hypochondriacal distortion. None of these responses 
may assume such proportions as to incapacitate the individual 
or those who may have to cope with him. They may simply 
mean a slow vicious circle of misery as everyone marks time for 
the approaching end. However, in some cases the impact goes 
far beyond even this sad denouement. The stress imposed from 
within and without may open the flood gates so that the anxiety 
of the present merges with that of the past and major phychia- 
tric illness ensues. . 


population there has been for some time a sharp rise in the 


. . With the increased longevity of the 


J.A.M.A., December 22, 1956 


number of older patients admitted to mental hospitals. This is 
a development which continues to evoke dismay. However, the 
dismay is now tempered by the observation that in a sizable 
proportion of cases the conditions which force criginal hos- 
pitalization are comparatively benign. . . . The medical pro- 
fession can never afford to forget how closely related are the 
phenomena of normal and pathological aging, how indistinct 
is their line of demarcation, and how easily, under the in- 
fluence of a wide variety of factors, one may be transformed 
into the other. . . . Gitelson puts it well when he says: “Know- 
ing that the old ones are really insecure and anxious the 
physician will lend them his own strength, not with a pat on the 
back and a wordy reassurance, but by the living fact of his 
willingness to stand by and help in every reasonable way. . . . 
There should be no talk about inferiority feelings, no talk about 
compensatory devices, no talk about anxiety. No jargon of any 
sort is necessary. One must simply understand how the old 
person feels and conduct oneself with due consideration for the 
validity of these feelings.” We have been prodigal of manpower, 
wisdom and experience and it is time that we resurveyed the 
situation. It would be wise for us to keep in mind Cicero’s in- 
junction that intelligence and reflection and judgment reside in 
old men and, if there had been none of them, no states could 
exist at all.—F. J. Braceland, M.D., Emotional and Psychiatric 
Problems of Aging, Bulletin of the New York Academy of Med- 
icine, September, 1956. 


The Health of Children 


The school children and youth of today enjoy a remarkably 
good state of health, according to current mortality records. The 
experience among Industrial policyholders of the Metropolitan 
Life Insurance Company, typical of that among the urban wage- 
earning families of the United States and Canada, shows that 
at ages 5-14 years the annual death rates in recent years have 
been only 3 per 10,000 girls and 5 per 10,000 boys. At ages 
15-19 years, the corresponding annual rates are about 5 for 
girls and 12 for boys. . . . Accidents constitute the major haz- 
ard to the lives of children and young people. . . . Currently they 
account for about one half of the deaths among boys and for 
one fourth among girls. . . . Cancer and its allied conditions 
(malignant neoplasms) rank far ahead of all other diseases in 
the mortality picture for children and youth in 1954-55; there 
has been a tendency for the death rates to rise. For most of the 
other major causes of death among school children and youth 
. . . the death rates were very low in 1954-55—less than 2 per 
100,000 in most instances. Comparison with the record for 
1946-47 shows that the major part of the decrease in mortality 
at this stage of life has been due to the control of diseases of 
infectious origin. Only one decade ago, tuberculosis was a 
leading cause of death among children; at ages 15-19, it then 
ranked first among the diseases in this insurance experience. 
The declines in tuberculosis mortality during the decade have 
been spectacular—about 95 percent at ages 10-19 and 85 percent 
at ages 5-9. Almost as rapid have been the mortality reductions 
from the communicable diseases of childhood (measles, scarlet 
fever, whooping cough, and diphtheria) and from heart disease, 
most of which is due to rheumatic fever at these ages. The 
death rates from pneumonia have been cut sharply, and marked 
reductions have been registered for poliomyelitis—The Health 
of School Children and Youth, Statistical Bulletin Metropolitan 
Life Insurance Company, August, 1956. 
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SOME PROBLEMS OF NUTRITION IN THE AGED 


Austin B. Chinn, M.D., Cleveland 


Nutrition is a frequent subject whenever problems 
of the aged are discussed, because of a wide belief that 
it bears a particular relationship to the aging organ- 
ism. As one examines the literature and one’s own 
personal experience, one concludes that faulty nutri- 
tion in the older person may be extremely subtle, in 
both causation and effect. It is different to some extent 
from the well-recognized syndromes produced by de- 
ficiencies of such nutrients as ascorbic acid, nicotina- 
mide, thiamine hydrochloride, and riboflavin. Many 
studies, such as that of Rafsky,' have been made in 
which examinations of large numbers of older people 
have yielded few clinical findings denoting specific 
avitaminoses. 

The question might properly be asked as to what, 
then, constitutes undernutrition in the older person. 
May weight loss in itself be the sole evidence of under- 
nutrition? If so, to what extent? This is a debatable 
question, because the well-known involutional changes 
of aging that result in a loss of lean body mass may be 
accompanied by loss of body weight. Because the loss 
of body mass is assumed to be protein loss, a lively 
debate centers on the ability of the older person to 
absorb protein substances. Evidence has been pre- 
sented indicating that older people require a larger 
than normal intake of protein in order to maintain a 
positive nitrogen balance.* The findings also suggest 
that either protein absorption is impaired or there is 
greater than normal loss of protein. Other opinions 
hold that such is not the case.* In our laboratory the 
rate and extent of protein digestion and absorption, as 
measured by a test meal of protein labeled with radio- 
active iodine (I’*'), has been found to be equally as 
good in the aged as in the young.* Whatever the out- 
come of this particular debate may be, there is no 
doubt that certain older persons develop inanition, 
and more often than not the fact that there has been 
a deficient intake in food substances can be definitely 
established. 

Before attempting to describe our clinical experi- 
ence with nutritional problems, it must be stated that 
the medical profile of older persons can almost never 
be pin-pointed to any single disease state. A multi- 


* Systematic observations of 500 patients admitted 
to a hospital for long-term illness over a period of 
three years showed that disturbances of nutrition 
seriously impeded recovery in 35 instances. In 15 
there was severe inanition unexplained by either 
poverty or possible cachexia-producing disease. The 
causes included physical, psychiatric, and sociologic 
factors. When patients were induced to eat a sound 
diet, there resulted gratifying gains in weight in 
many and the disappearance of avitaminotic symp- 
toms; in about one-third of the cases, however, inani- 
tion continued despite vigorous measures. In 20 
patients there was overnutrition serious enough to 
hamper rehabilitation. Obesity not only made exer- 
cise laborious and hazardous, but also at times made 
it impossible for the patient to stand, walk, and de- 
velop significant self-sufficiency. When weight-reduc- 
tion succeeded, the results were striking, but it in- 
volved breaking patterns of eating that had existed 
for decades. Some patients were so upset emotion- 
ally by it that the effort had to be abandoned. Mal- 
nutrition is more difficult to treat in the aged man 
than in the young. Obesity proved to be as important 
as inanition. 


plicity of physical diseases most frequently coexists, 
and to describe one without considering the others is 
difficult. Also, a consideration of these multiple phys- 
ical disease states without reference to psychiatric, 
sociologic, and economic factors fails to paint a true 
health picture of the individual concerned. Most of 
these factors are interdependent, and to treat one in 
an isolated manner is not entirely realistic. 


Case Material 


In the past three years we have had the opportunity 
to observe a series of older persons who have been 
admitted to the Benjamin Rose Hospital, Cleveland, 
because of some long-term illness. These patients 
were admitted because they were thought to need 
hospitalization for one or more of several reasons: 
first, for evaluation and traditional treatment of an 


From the Department of Medicine, Western Reserve University, and the Benjamin Rose Hospital. 


Read in the Symposium on Rehabilitation before the Joint Meeting of the Section on Orthopedic Surgery and the Section on Physical Medicine at the 
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illness such as chronic cardiac failure; second, for 
physical and mental rehabilitation from a disability 
such as hemiplegia or a fractured hip; and, third, for 
environmental evaluation as dictated by physical 
and/or mental defects. These patients were drawn for 
the most part from upper economic brackets. Those 
who were not financially independent were bene- 
ficiaries: of a private welfare organization and, be- 
cause of close supervision by caseworkers, did not 
lack necessary funds. Therefore, this group of persons 
had been somewhat less likely to become undernour- 
ished for economic reasons than a similar group of 
the general population. The case material presenting 
problems in nutrition was drawn from 500 persons 
admitted successively to this hospital for the reasons 
described. 
Observations 


Undernutrition—Among the 500 patients, 15 were 
thought to have inanition of sufficient severity to 
provoke serious impediment to their health. Inani- 
tion in these 15 patients was a primary physical disa- 
bility; individuals with cancer or other cachexia- 
producing states were not included. In 3 of the 15 
persons there was, in addition to body wasting, evi- 
dence of specific vitamin lack with one patient having 
glossitis, one having peripheral neuropathy, and one 
having both glossitis and peripheral neuropathy. In 
all 15 there was definite evidence from reliable ob- 
servers that substantial reduction in the ingestion of 
food substances paralleled the weight loss and that 
this reduction had continued for from several weeks to 
several months prior to hospitalization. Since the aver- 
age age of these patients was 77 years, it seems unlikely 
that this relatively recent weight loss represented sole- 
ly a loss in lean body mass. Effort to ascertain the com- 
position of the food ingested was not sufficiently 
rewarding to make the information reliable. 

Inquiry into the background resulting in deficient 
food intake disclosed features that are believed to be 
common to the general aged population. There were 
physical, psychiatric, and sociologic factors involved, 
and often these factors were multiple in the same 
person. Three patients had structural disease of the 
esophagus or stomach that, because of associated post- 
prandial symptoms, resulted in avoidance of adequate 
food intake. Another patient had cervical arthritic 
changes of sufficient severity to interfere with the 
swallowing mechanism; and another, who had chronic 
pulmonary disease, believed that the ingestion of food 
produced prroxysms of coughing and, therefore, ate 
little. All these patients intentionally limited their food 
intake, with resultant loss of weight. Eight patients 
presented definite psychiatric problems that resulted 
from organic brain damage or from severe reactive 
depression, or, frequently, from a combination of 
the two. These patients had stopped eating because of 
a variety of reasons. Several with senile or arterio- 
sclerotic psychoses had developed severely paranoid 
ideas concerning the ingestion of food. In others there 
were fears relative to eating: fear of unsuitable food, 
fear of indigestion, or fear of the results of improper 
mastication. Depression, disinterest in eating because 
of loneliness, lack of productive enterprise, and fear 
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of a useless future were important causes in others. 
One patient had developed severe peripheral neu- 
ropathy after the intentional limitation of her diet 
for four months because of obesity. Sociologic prob- 
lems were extremely common, either alone or in com- 
bination with those of a psychiatric nature. Some pa- 
tients lived alone and were either unable or unwilling 
to prepare their food. Others had family conflicts that, 
together with psychiatric factors, were thought to be 
responsible for their refusal to eat properly. In this 
group of patients there was no instance in which a 
case of malnutrition could be attributed to poverty. 

Hospitalization, with attention to diet and vitamins, 
resulted in the disappearance of avitaminosis in all 
patients and in gains of from 7 to 15% of body weight 
as noted on admission in about one-third of these 
chronically emaciated persons. Paralleling this was an 
invariable improvement in attitudes and _ physical 
tolerance, resulting in far greater self-sufficiency. 
About one-third gained only indifferently in weight 
as well as morale, and the other one-third did not gain 
or continued to lose weight despite vigorous measures. 

Though this experience is small, it indicates clearly 
that older persons are easily subject to inanition and 
avitaminosis. Reasons for this are many, and they 
vary in cause from physical to psychiatric to socio- 
logic. It is also certain that older persons in a less 
affluent economic bracket may develop these condi- 
tions because of lack of purchasing power. If one 
should compare these therapeutic results with results 
obtained from a similar group of younger people, they 
are not impressive. Most of the poor results have been 
attributed to irreversible psychiatric and insurmount- 
able social problems. In some of these patients every 
device has been utilized, including parenteral feeding 
of carbohydrate, amino acids, fat, and vitamins; in- 
tubation for long periods of time; and, in a few per- 
sons with mental depression, electroconvulsive 
therapy. Despite these heroic measures, the end- 
results have not been favorable because, when forced 
feeding or other measures were stopped, most of the 
patients lapsed into their former condition. From this 
experience it is believed that reestablishment of 
proper eating habits is particularly difficult in the 
aged as a group. Those patients whose inanition was 
benefited, however, improved not only physically but 
also in attitudes, in behavioral patterns, and even, in 
some few cases, in cerebral acuity. 

Overnutrition.—Most discussions of nutrition in the 
aged have been concerned solely with undernutrition, 
but overnutrition also plays a large part in the dis- 
abilities of the aged. This is particularly true when 
functional capabilities are in sharp focus. Persons with 
functional disabilities often have additional problems 
affecting locomotor mechanisms, such as one sees in 
cases of hemiplegia, fractured lower extremities, and 
arthritis. In such persons overnutrition is often a 
serious deterrent in the patient's development of his 
resources for ambulation and self-care. It is difficult 
enough to train weakened muscle groups and dam- 
aged bones and joints to meet the disabilities of in- 
jury and disease without the considerable additional 
impediment of greater than normal extremity and 
total body weight. 
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Among these 500 hospital admissions, there were 
20 persons in whom overnutrition proved to be a 
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reasons, diets had been largely carbohydrate. A num- 
ber of patients, rather than be subjected to dietary 


serious drawback in a program of rehabilitation. All restrictions, left the hospital before any measure of 
“ these patients had been obese for many years and improvement could be anticipated; others grew so 
i were admitted to the hospital primarily because of a emotionally upset because of it that the program had 
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2 insonism, or some other central nervous system dis- occupy a place of equal importance in the over-all 
. order. An attempt was made not only to reduce the picture with that of undernutrition. : 
patients weight by caloric restriction but also to re- 
educate and retrain the affected muscles. Experience 
: with these patients indicates that obesity markedly A review of 500 successive hospital admissions of 
] prolonged the expected hospital training period and aged persons with long-term illness indicates that 7% 
t reduced the degree of benefit from hospitalization. had significant primary nutritional problems. Inanition 
As the simple was observed to have resulted because of a variety of 
g hampered i ese obe nts. Star x 
] often an insidious development. It occurred with or 
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A by was and without clinical evidence of avitaminoses but always 
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ARTHRITIS IN THE AGED 


L. Maxwell Lockie, M.D. 


and 


John H. Talbott, M.D., Buffalo 


The challenge of treating the various types of arthri- 
tis in patients over 60 years of age is always stimulat- 
ing. There is so much that can be accomplished that 
the old saying, “it is your age and nothing can be done 
about it,” does not apply any more. In order to give 
the greatest relief to the patient, the physician must 
take time to listen to a detailed history and then to do 
a careful physical examination. In some instances there 
are certain laboratory studies and x-rays that are 
necessary to aid diagnosis and to help in outlining a 
plan of treatment. Inasmuch as there are different 
types of arthritis, the correct therapy for each patient 
must be based on an individual plan suited to that 
particular person. There are several types of arthritis 
that are commonly seen after a patient has passed his 
60th birthday. These will be discussed under separate 
headings. 


Gout and Gouty Arthritis 


If a male has severe acute distress in one of the pe- 
ripheral joints of the body, the probability that this is 
gouty arthritis should receive high priority. It is not 
unusual for the patient to have his first attack when he 
is past the age of 60. This is one tvpe of disorder of 
the joints that has significant familial implications. 
In the majority of patients, it is possible to trace a 
family history in one or more relatives similarly af- 
flicted. This specific information may be just as helpful 
in persons in the later decades of life as it is in those 
in the earlier decades. Approximately 20% of all rela- 
tives of gouty patients will have a concentration of 
uric acid in the serum in the gouty range. However, 
only a small percentage of these will develop gouty 
arthritis. An isolated instance of this type of family 
history is illustrative. In 1940, one of us (J. H. T.) was 
consulted regarding a 45-year-old man who had had 
acute attacks of gouty arthritis for more than a decade. 
His physician noted that this was a case of sponta- 
neous development of gouty arthritis in a member of 
a family that had no history of the disease. The only 
living male ancestor was the father, aged 78, who 
denied any past symptoms suggestive of acute gout. 
The concentration of uric acid in the serum, however, 
was in the same range as that of his son, the patient. 
Three years later, at the age of 81, the father suffered 
his first attack of gouty arthritis. Two years later, he 
suffered a second attack. 

Significant advances in the understanding of uric 
acid metabolism have been made during the past dec- 
ade with the use of isotopes (compounds labeled with 
radioactive carbon and nitrogen ). These investigations 
have demonstrated the multiplicity of sources of con- 
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* Because of the many types of arthritis occurring in 
persons over 60 years of age, therapy must be based 
on an individual plan suited to that particular person. 
If the first arthritic attack is severe and in one of the 
peripheral joints, gouty arthritis should be consid- 
ered. Here colchicine may be used not only for the 
initial episode but also in combination with probene- 
cid during the intercritical period. Osteoarthritis, the 
most common type of arthritis in patients over 60 
years of age, may be generally treated with posture 
exercises, weight control, heat, and aspirin, in addi- 
tion to individual care. A different form of rheuma- 
toid arthritis may suddenly appear after the age of 
60. This condition requires complete bed rest until all 
activity of the disease ceases. While heat, salicylates, 
and steroids give relief, gold therapy best seems to 
stop the progress of the disease. Other forms of 
arthritic involvement may occur, but, in general, there 
is a good prognosis for all these conditions. 


stituents of the uric acid molecule, as well as the many 
pathways that the various carbon, nitrogen, oxygen, 
and hydrogen components must travel in order to 
reach the end-product. 

Diagnosis.—The diagnosis of acute gouty arthritis 
should be presumed upon the clinical evidence and 
confirmed by laboratory studies. The greatest help in 
diagnosis, however, is obtained from the clinical char- 
acteristics of the acute attack. Sudden onset of acute 
distress in one of the peripheral joints of the hands or 
feet of a male points to one diagnosis only. Appearance 
of the cardinal signs of inflammation—redness, heat, 
swelling, and pain—in one or more joints of the upper 
or lower extremities justifies a strong suspicion of gout. 
The response of acute gout to colchicine, administered 
orally or intravenously, may be extremely helpful, 
since colchicine is the specific treatment for acute 
gouty arthritis and has no significant antiarthritic effect 
in any other type of disease of the joints. Without ex- 
ception, the other antirheumatic agents that may be 
given for acute arthritis, such as salicylates, phenyl- 
butazone, and the steroids, are endowed with no diag- 
nostic implications. Relief may follow administration 
of any of these agents in gouty arthritis as well as in 
nongouty arthritis. The concentration of uric acid in 
the serum may also be helpful in diagnosis. Serum or 
plasma, rather than whole blood, should be used. The 
patients should have taken no antirheumatic drug 
within 48 hours of the collection of the blood for the 
determination of serum urate. 

In our clinic, we have found that the patient with 
gout has a concentration of uric acid in the serum 
above 6 mg. per 100 cc., irrespective of the stage of 
the disease and the time in relation to an acute attack. 
The only agents that modify the concentration are 
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those that lead to an increased excretion of uric acid 
by the body, that is, the antigout agents other than 
colchicine. Colchicine has no demonstrable effect upon 
uric acid metabolism as determined by either the con- 
centration of uric acid in the serum or the isotope 
studies. 

Treatment.—There are several agents that are now 
available for the management of an acute attack. Re- 
liance should be placed upon colchicine in the initial 
episode of gouty arthritis because of its diagnostic as 
well as therapeutic value. A full course of colchicine 
therapy should be administered by mouth. Also, one- 
half the full dose of colchicine may be given during a 
six-hour period together with 800 mg. of phenylbuta- 
zone in divided doses. The adrenal steroids have some 
antiarthritic properties; however, they probably should 
be used only for patients unable to take other medica- 
ments and not routinely for management of the acute 
attack. General measures include rest of the affected 
joint, a soft diet, and an abundance of fluids. 

The management of the intercritical period, which 
encompasses most of the time for all patients with 
gout, comprises a few drugs and a few prohibitions—in 
short, a simple schedule. A high fluid intake is to be 
stressed, because it aids in the elimination of uric acid 
from the body. Weight-reduction should be insisted 
upon, if indicated; a low-fat diet is to be used; and 
substances high in purine, such as liver, kidney, and 
sweetbreads, should be avoided. Alcohol, in modera- 
tion, and red meat are permitted for most patients. 
The amount of physical activity should be determined 
by factors other thin the presence of gout. It is be- 
lieved that there are only two drugs that should be 
used regularly in the intercritical period. These are 
colchicine, because of its prophylactic properties, and 
probenecid, because of its uricosuric action. Patients 
moderately or severely afflicted with gout should take 
one or two colchicine tablets every day, while those 
only mildly afflicted probably should take a few col- 
chicine tablets each week. At either dose level, neither 
gastrointestinal disturbance nor chronic tolerance to 
colchicine should develop. We believe that the pro- 
phylactic use of colchicine is a significant contribution 
to the management of this disorder. 

Probenecid, the second drug indicated in the man- 
agement of the intercritical period of gout, is a strong 
uricosuric agent that produces a 20-30% increase in 
excretion of uric acid in the urine when administered 
in doses of 0.5 gm. twice daily. A decrease in the 
concentration of uric acid in the serum occurs with 
the increased excretion of this substance in the urine. 
Probenecid has been used at our clinic for more than 
six years. During this period of time, the favorable 
results have predominated and the untoward results 
have been minimal. The prophylactic action of col- 
chicine complements the uricosuric effect of probene- 
cid. This combination is responsible for the present 
satisfactory status of the management of this type of 
disease of the joints. 


Osteoarthritis 


Most people over the age of 60 have some evidence 
of osteoarthritis as it is manifested by stiffness, pain on 
motion, or bony enlargement of various joints. The 
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peripheral joints or the spine may be involved. It is 
usually annoying, not incapacitating, and is the least 
serious of all types of arthritis. The symptoms are the 
result of degeneration of the lining of the joints. Fre- 
quently spur formation or new bony growth will occur 
around the margins of the joints. There is no evidence 
of infection present. The most common age of patients 
at onset of symptoms is 45 to 60 years. X-ray findings 
are often helpful but are secondary to the findings on 
physical examination. When the hands are involved, 
the arthritis usually occurs in the interphalangeal 
joints. There will be some enlargement, which is due 
to capsular thickening, and no free fluid is present 
inside the joint cavities. When the terminal joints of 
the hands are involved, the condition is called Heber- 
den’s nodes. The onset of symptoms of these nodes at 
the end joints of the fingers usually occurs within two 
years of the beginning of menopause. In 10% of these 
patients the proximal joints will also become painful 
and stiff. 

Diagnosis.—An important diagnostic sign in osteo- 
arthritis of the hands is the fact that the metacarpal- 
phalangeal joints are never involved. If ever there is 
pain or swelling in this group of joints, it is due to 
rheumatoid arthritis. When the joint between the 
metacarpal bone of the thumb and the adjacent wrist 
bone is involved, this is always a manifestation of 
osteoarthritis. The wrist, elbow, and shoulder may be 
involved, but the discomfort is diffuse and there is full 
range of motion present in these joints. The cervical 
spine is frequently affected. On examination, there is 
limitation of motion or pain on motion. This may re- 
min localized, or the pain may radiate down the arms 
and even into the hands. Many patients with osteo- 
arthritis will have a history of whiplash injury due to 
an automobile accident. The examiner should insist 
that the patient rotate or tilt the neck to a maximum 
degree to determine the full extent of disability. 

The thoracic spine always shows some spur forma- 
tion on x-rays, but seldom are any symptoms present. 
However, the lumbar spine frequently is involved. 
Lumbago in patients over 60 years of age most often 
is due to osteoarthritis. The poor posture that most 
people have assumed while watching television or 
slouching in easy chairs has aggravated many of these 
symptoms. Here, x-ray studies frequently show marked 
spur formrtion, but it must be remembered that it is 
a well-accepted fact that many people with extensive 
bony changes in the spine may not have any symptoms 
of either pain or discomfort. On examination, there is 
usurlly no segmental motion present. Muscle spasm 
may or may not be found. Most often tests of function 
of lumbosacral joints show little motion, and, when 
there is motion, the pain brought about by extending 
the back may be severe. In patients with disability of 
lumbosacral joints, the physician may frequently ob- 
tain a history of a sit-down fall some time previously. 

In cases of arthritis of the hip joints, the patient 
usually is overweight. Rarely are other joints involved. 
This form of osteoarthritis progresses slowly and may 
become very disabling. Of all types of arthritis, it is 
the most resistant to treatment. In the female who is 
over 60 years of age and overweight, the knees are 
likely to be the site of osteoarthritis. There will be 
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some bony enlargement, but no fluid is present in the 
joint cavity. The center of the pain is over the an- 
teromedial aspect of the head of the tibia. Full range 
of motion is present. X-ray study frequently shows 
spur formation at the margins of the bones and also 
some reduction of the joint space due to cartilage 
destruction. Occasionally the big toe is involved, but 
the pain here is never localized at the medial aspect 
as it is in gouty arthritis. 

Although x-ray findings cannot always be correlated 
with symptoms, in the case of osteoarthritis affecting 
the knees, the greater the changes seen on x-ray, the 
greater the patient’s complaints. 

Treatment.—The treatment of osteoarthritis must be 
individual for the particular patient. However, a gen- 
eral summary of the steps we use in treatment follows. 
The patient is taken into our confidence and instructed 
in detail concerning the diagnosis, treatment, and, as 
far as possible, what to expect in the future. We rec- 
ommend that undue strain or excessive use of the 
involved joints be avoided as much as possible. Inas- 
much as most patients with osteoarthritis are over- 
weight, reduction of weight at the rate of 1 lb. per 
week is advised. This is so important that, if the patient 
with osteoarthritis of the knees does not lose weight, 
she is not encouraged to return until there has been 
some weight loss. The infrared heat of either a simple 
250-watt bulb or a metallic element frequently gives 
considerable help. It should be used two or three times 
a day for 15 minutes each time, at a distance of ap- 
proximately 30 in. from the skin, at which distance the 
heat reaching the patient is not uncomfortable. 

Since posture is so important in treatment of osteo- 
arthritis, we suggest that the mattress of the patient’s 
bed should be firm. If a rubber or inner-spring mattress 
is used, a half-inch piece of plywood should be put 
under the whole mattress. The patient is encouraged 
to sit only in straight-backed chairs or in occasional 
chairs, never in a lounge chair or lounge davenport. 
To keep the patient mindful of good posture, she is 
encouraged to stand erect with her shoulders back 
and take six deep breaths every hour on the hour. 

We have found that aspirin is usually the best 
medicament for the relief of pain or stiffness. The in- 
jection of steroids in or around involved joints, par- 
ticularly the thumb, knees, and big toe, will frequently 
give excellent results. If there is persistence of pain in 
the cervical area, the use of traction at home is en- 
couraged. In the case of Heberden’s nodes, light mas- 
sage, two minutes to each finger, after heat treatment, 
seems to help relieve some of the stiffness. If the lum- 
bar area is involved, a lumbosacral support or even a 
sacroiliac support relieves the strain. 


Rheumatoid Arthritis 


Patients may show the results of an old rheumatoid 
arthritis with marked joint changes, but there also may 
be another variety of rheumatoid arthritis that is seen 
frequently after the age of 60. This is by no means 
unusual. Typically, the patient will have had a sudden 
onset of rapidly spreading rheumatoid arthritis, pre- 
vious to which he may have been very well. The proxi- 
mal interphalangeal joints and the ulnar aspect of the 
wrist show the greatest changes; there is limitation of 
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extension of the elbows, knees, and ankles. Pain, fa- 
tigue, and disability may be great. The laboratory 
studies show an increase, which may be marked, of 
the sedimentation rate; anemia is present; and there 
may be some leukocytosis. The x-ray studies are nor- 
mal, as the arthritis usually has been present only a 
short time. Of all patients who have rheumatoid arthri- 
tis, these people in the older age group do by far 
the best. 

Treatment.—Complete bed rest without weight-bear- 
ing at any time is absolutely necessary for as long as 
any activity of the disease persists. The bed rest must 
be supervised carefully in order to prevent deformities 
in the joints, and the mattress must be firm. The pa- 
tient is allowed to sit up in bed six times a day for 30 
minutes each time. Only one pillow is allowed for the 
head, and another is put inside the bed at the foot, to 
prevent the bedclothes from pressing on the feet. At 
no time is a pillow allowed under the knees. As the 
patient improves, he is permitted to be up gradually. 
This period of time naturally increases as the patient 
continues to feel better. 

It is our impression that the intramuscular injection 
of gold is the most powerful treatment to use to stop 
the progress of rheumatoid arthritis. Our experience 
goes back some 22 years, during which time approxi- 
mately 1,000 patients have been treated. Either of two 
gold preparations, gold sodium thiomalate (Myochrys- 
ine) or aurothioglucose (Solganal), is used intra- 
muscularly. The dosage schedule begins with 10 mg. 
of the gold salt given intramuscularly the first week, 
20 mg. the second week, 30 mg. the third week, and 
40 mg. the fourth week. Dosage is then kept at a level 
of 40 mg. given intramuscularly each week until the 
patient has had a total of over 500 mg. At that time, 
it is necessary to decide whether to continue adminis- 
tration at weekly intervals, to reduce the dose, or to 
increase the interval between doses. The decision will 
depend entirely upon the condition of the patient. 
There are some reactions that may occur, but these are 
familiar to all. 

Some form of heat is definitely indicated to help 
relieve the pain in these patients. An infrared lamp, 
diathermy unit, or baker is soothing and can be used 
in the hospital; when the patient is at home, the infra- 
red lamp or baker is helpful. If the hands are involved, 
paraffin baths are soothing. Salicylates, especially in 
the form of aspirin, are effective to help relieve pain. 
The adrenal steroids are used in a few selected patients 
for a short time only in order to make them more com- 
fortable. At no time are they used unless it is deemed 
absolutely necessary. Many patients have done very 
well under this general plan of treatment. In most 
cases, the prognosis is excellent. It may take months to 
accomplish this, but time is absolutely necessary in 
this type of treatment: haste does not help. 


Other Conditions 


Occasionally diabetes and syphilis produce arthritis 
that becomes manifest after the patient is 60 years of 
age. In this type of arthritis there is relatively little 
pain, but often the instability of the joint is marked. 
When a patient has severe monarticular arthritis that 
has not responded to treatment for gout or any other 
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type of arthritis, the diagnosis of a malignant growth 
must be seriously entertained. This type of arthritis is 
the only one in which it is necessary to give morphine. 
The condition of Dupuytren’s contracture is frequently 
overlooked, although the disability produced may be 
great. Therefore, it is wise to examine the palms of a 
deformed hand as well as the joints themselves. This 
disability is not to be confused with osteoarthritis or 
rheumatoid arthritis. 
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Comment 


It is extremely important to make the correct diag- 
nosis of the type of arthritis that is present. A careful 
examination is necessary in order to plan a proper 
program of treatment. Fortunately, a high percentage 
of patients who have arthritis in the over-60 age group 
can be benefited markedly, with the aid of correct 
treatment. The prognosis in general is good. 


130 Morris Ave. (14) (Dr. Lockie). 


FRACTURES IN THE AGED 


Carter R. Rowe, M.D. 


Robert C. Detwiler, M.D., Boston 


Fractures in the young and fractures in the aged 
present specific problems. Fractures in children have 
received wide attention, but the aged have increased 
in number in recent years and “have come into their 
own. These patients must now be dealt with as a 
separate age group with its own special problems. 

Recent surveys of patients hospitalized on the frac- 
ture service at the Massachusetts General Hospital 
reveal that aged persons, patients 70, 80, or 90 years 
old, constituted 25% of admissions. Females outnum- 
bered the males three to one. In this group, fracture 
of the hip was the commonest fracture (35%), with 
Colles’ fractures second (16%) and fractures of the 
neck of the humerus third in frequency (14%). There 
were relatively few fractures of the femur, the tibial 
shafts, or the ankle. The over-all mortality rate for the 
aged patients on our fracture service in 1955 was 10%. 
The mortality rate for those with intertrochanteric 
fractures was 18% and for those with fractures of the 
femoral neck 10%. In 57 major operations on elderly 
persons during the past year, 8% of the “good-risk” 
and 20% of the “poor-risk” patients died as a result of 
surgery. 


Characteristics of the Aged Patient 


Fractures occurring in the elderly person may be 
complicated by hypertension, some degree of cardiac 
failure, respiratory complications, malignancy, or meta- 
bolic, renal, and nutritional diseases. These may occur 
at any age, but are found more frequently in the aged 
patient. Contrary to general opinion, however, the aged 
patient without serious complicating conditions is 
found to be a very good operative risk. We agree with 
Moyer and Keyes ' that the aged patient should not be 
denied necessary surgery or specific therapy merely 
on the basis of “old age,” that the “magnitude of the 
operation is not as important a determinant of opera- 
tive risk among the aged as is the duration of the 
period of physiological upset attending it.” We have 


Assistant Orthopedic Surgeon (Dr. Rowe) and Assistant Resident in 
Orthopedic Surgery (Dr. Detwiler), Massachusetts General Hospital. 

Read in the Symposium on Rehabilitation before the Joint Meeting of the 
Section on Orthopedic Surgery and the Section on Physical Medicine at the 
to Annual Meeting of the American Medical Association, Chicago, 

une 14, 1956. 


* Fractures are an important cause of disability 
and death in people over 70 years old; they are 
three times as frequent in women as in men, and 
more than a third of them are fractures of the hip. 
The coexistence of other causes of disability must be 
taken into account in planning surgery, but the elder- 
ly patient without serious complicating disease is a 
good operative risk. Sedation, anesthesia, splinting, 
casts, fixation, and postoperative exercise should be 
adapted carefully to the individual case, and some- 
times they have a profound effect on the attitude and 
progress of the patient. In cases of compression frac- 
tures of the vertebral bodies, no attempt is made at 
reduction unless dislocation or facet instability has 
occurred; the compression is accepted, and excellent 
results are obtained by a suitable program of physi- 
cal therapy. The fractured hip, a major problem in 
the aged, is more successfully treated since the intro- 
duction of the three-flanged nail for stabilization. It 
is important to make use of mechanical aids for early 
ambulation, to relieve pain, restore weight-bearing, 
and avoid the complication of stiff joints. Continued, 
organized help after the patient has gone home 
from the hospital is frequently essential for com- 
plete rehabilitation. 


found that the aged patient does not tolerate the added 
stress of such prolonged complications as cerebral ac- 
cident, recurrent phlebitis, sepsis, or diabetes. 

In one respect the aged are much like children; they 
need good, constant, intelligent nursing care. In the 
early phase of treatment for major fractures, they must 
be made comfortable and turned frequently to prevent 
pulmonary stasis, pressure sores, urinary stasis, and 
fecal impaction. Constant pain and immobilization are 
extremely exhausting to the aged. Restraints and nar- 
cotics add to mental confusion and restlessness; when 
these are eliminated the patient may become more 
cooperative and quieter. Aspirin in adequate doses and 
codeine in small doses should control the average dis- 
comfort and may be far more effective than strong 
narcotics. Chlorpromazine in selected cases has proved 
very effective in relaxing elderly patients and lessening 
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pain. Care, patience, and guidance are needed when 
the aged patient is taught to walk, because the elderly 
person may lose his balance easily. Many are dis- 
charged to their homes or to a nursing home on 
crutches, in a plaster cast, or for “bed and chair exist- 
ence.” Much that is gained in the hospital can be lost 
after discharge by neglect of the patient, mishandling 
of the extremity, or noncompletion of specific activi- 
ties and exercises. 

Bone Condition.—The bone picture of an aged per- 
son reflects his general condition (fig. 1). There are 
“young, resilient individuals in the 80’s whose bone 
structure may vary little from that of the average 
adult. On the other hand, there are “old” individuals 
in the 60’s with far-advanced osteoporotic changes. 
Osteoporotic bone of old age is not “decalcified.” In 
analysis, i. e., grain for grain, the calcium content in 
osteoporotic bone and normal bone is the same. Rather, 
there is an actual loss of bone substance or mass. The 
bone trabeculae are thinner and fewer than normal. 
The causative factors of osteoporosis in old age are the 
lack of sex hormones, malnutrition, inactivity, and the 
aging of tissues. 


PERIOSTEUM 


Less blood supply 


CORTEX CORTEX 
Thinner 
MEDULLARY MEDULLARY 
CANAL CANAL 
Wider 


Medullary struts 
thinned or absent. 
Fewer osteoblasts. 


NORMAL BONE OSTEOPOROSIS OF OLD AGE 


Fig. 1.—Schematic comparison of normal bone and that showing osteo- 
porosis that occurs in old age. This condition is caused by lack of sex 
hormones, malnutrition, inactivity, and aging of tissues. 


Due to the loss of bone substance in osteoporosis, 
the bone is weaker and more brittle in the aged pa- 
tient than in a younger individual. The bone heals 
more slowly, due to the smaller amount of bone equip- 
ment—bone substance, osteoblasts, blood clots, and 
muscle coverage—needed to initiate a good callus. The 
thin bone cortex and large, poorly filled medullary 
canal present a definite mechanical problem for early 
activation and ambulation. Internal fixation, such as 
plates and screws, is poorly tolerated, so careful evalu- 
ation of the patient and the x-ray films is necessary in 
order to determine whether the bone is strong enough 
to tolerate internal fixation. Little is gained (in fact, 
harm may be done) when internal fixation is applied 
to bone too weak to accept it. In recent years, proce- 
dures for intramedullary fixation have been tried in 
osteoporotic bone. These have been encouraging in 
selected cases and in experienced hands. Estrogens to 
stimulate osteoblastic activity, or testosterone to stimu- 
late growth of muscle mass and appetite, and a high- 
protein diet are useful adjuncts in therapy. Extra cal- 
cium itself is not needed; in some instances it may be 
harmful. 


J.A.M.A., December 22, 1956 


Anesthesia 


Careful evaluation of the patient before anesthesia 
is most important in the aged. We suggest that the 
preoperative procedures include determination of the 
patient's hemoglobin level and nonprotein nitrogen 
level, urinalysis, and taking of an electrocardiogram 
and chest x-rays. Beecher * makes the following sug- 
gestions for anesthesia in the aged patient. Relative 
to major surgery he suggests, “Almost any anesthesia 
to which the anesthetist is accustomed is good choice 
for hip fractures in good-risk patients. In poor-risk pa- 
tients, with anesthetists of varied skill, our patients 
seem to do best with a combination of nitrous oxide 
and ether, the ether being used to provide relaxation 
only when needed.” Beecher also says, of preoperative 
medication, “Minimal doses of sedatives and atropine 
are wise in pre- and post-operative medication. We 
like pentobarbital sodium 0.1 gram, intramuscularly 
with atropine 0.6 mgm. sc.” 

Reduction of a large number of forearm fractures, 
particularly Colles’ fractures, has been done in our 
hospital with the use of brachial block anesthesia. 
This anesthesia allows manipulation of the fracture 
regardless of when the patient has eaten. There have 
been 687 brachial blocks performed at the Massachu- 
setts General Hospital, with a 2% incidence of re- 
ported pneumothorax. However, Beecher says, “we 
suspect minor degrees of pneumothorax to occur at a 
greater incidence.” Only one death could be attributed 
to this complication, so we assume that it is a safe type 
of anesthesia for aged patients. Against this mortality 
rate can be balanced that of general anesthesia, a death 
rate of 1 in 800. Practice in the performance of brachial 
block is especially important in avoiding complica- 
tions. Multiple nerve blocks around elbow and ankle 
joints have been very successful, using a 1% solution 
of lidocaine (Xylocaine ) hydrochloride with epineph- 
rine. The anesthetic effect is prolonged by the addition 
of epinephrine. Spinal anesthesia is not used in poor- 
risk patients or in instances of shock or impending 
shock in the elderly patient. 


Fractures of the Upper Extremity 


The primary aim in treating fractures of the upper 
extremity in aged patients is to restore a useful hand; 
in those of the lower extremity to enable the limbs to 
bear weight. Fractures of the upper extremity in the 
aged as a rule heal readily. The disturbing complica- 
tions are stiff, painful fingers or limited motion in the 
wrist, elbow, or shoulder. These complications may 
persist long after the fracture has healed and may be- 
come a permanent partial disability. 

Colles’ Fractures.—In Colles’ fractures a gentle re- 
duction is performed with the application of a light, 
removable “gutter” splint or a plaster cast allowing 
free motion and use of the fingers. Immediate eleva- 
tion of the hand after manipulation is very important. 
If early edema is prevented from occurring, the vicious 
cycle of edema, pain, and stiffness is eliminated. If the 
Cotton-Loder position is used, the wrist should be 
brought to a more neutral functional position as soon 
as possible. The patient should begin careful elbow 
motion and shoulder exercises as soon after reduction 
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of the fracture as this can be comfortably performed. 
Early, clear instruction in this is most important. The 
same principles apply to fracture of the forearm. 
Fractures of Elbow.—In comminuted fractures of the 
elbow, a light plaster splint is applied with the elbow 
in a stable position—preferably extended a little be- 
vond a right angle. Finger and shoulder motion should 
be started early. In displaced fractures of the olecra- 


Fig. 2.—Compression fractures of the vertebral bodies in aged patients 
with osteoporosis. Left, roentgenogram of a 79-year-old man who suffered a 
compression fracture of the first lumbar vertebra from a fall, Right, roent- 
genogram of an 85-year-old woman, showing compression of the fourth 
lumbar body. 


non, we have had gratifying results by resecting the 
proximal fragment and suturing the triceps to and 
over the ulna or distal part of the olecranon. Motion 
is begun within a week. The functional and cosmetic 
results have been excellent. This form of treatment 
eliminates immobilization. 

Fractures of Humerus and Shoulder.—In fractures of 
the humerus, we favor conservative closed methods of 
treatment with light-weight coaptation splints with the 
arm at the side or a light-weight hanging cast. In frac- 
tures of the shoulder, the patient is made comfortable 
with a sling and swathe, an axillary pad, and the arm 
at the side. An anatomic reduction is not a prerequisite 
to good function, and, as a rule, repeated manipulation 
or open reduction is not necessary. Shoulder motion 
is started early, the swathe is removed as soon as pos- 
sible, and normal activities of the arm are begun with- 
in the limits of comfort. 

Fractures of Spine.—The aged patient with a “bro- 
ken back” is a very different problem from the young 
adult or middle-aged patient with this condition. 
Elderly patients, particularly females, may develop 
rather severe osteoporosis, especially in the vertebral 
bodies. This is commonly referred to as postmeno- 
pausal osteoporosis. Compression fractures of the ver- 
tebral bodies may be produced from slight strain or 
merely a jolt (fig. 2). As a rule, no attempt is made to 
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reduce the vertebral fracture in the elderly patient 
unless dislocation or facet instability has occurred. 
The compression is accepted, the patient is allowed 
to assume comfortable positions in bed, and hot packs 
and mild analgesics are used. The patient is encour- 
aged to walk as soon as the pain subsides, which is 
usually within a two-week to three-week period. The 
clinical results with this program have been excellent. 
When reduction is attempted, the fracture usually 
returns to its original deformity when the patient be- 
comes ambulant. Attempted reduction of fractures of 
vertebral bodies in the aged may also invite serious 
complications. 

Following is an outline of suggested treatment: 
Plaster casts are rarely used, and hyperextension is not 
used to reduce the fracture. We advise bed rest, with 
hot packs applied four times a day for 20 minutes 
until pain has subsided, and administration of enteric- 
coated aspirin (0.6 gm.) four times a day. A high- 
protein diet is recommended, in addition to therapy 
with testosterone or estrogen in selected cases. Muscle- 
setting exercises should begin early, as should ambu- 
lation, with the patient wearing a well-fitted corset. 


Fractures of the Lower Extremity 


The fractured hip is the major problem in the aged 
patient. Bigelow,” in 1869, wrote, “The prognosis of 
these fractures is difficult to give. Elderly people may 
die of them at the end of a few weeks, or may linger 


Fig. 3.—Roentgenograms showing nonunion of a fracture of the femoral 
neck after nailing in a 75-year-old woman. Left, nonunion of neck of left 
femur. Right, insertion of a Moore-type Vitallium prosthesis. 


many months.” Much has been accomplished since 
that time. When Smith-Petersen, Cave, and Van 
Gorder * reported their results using the three-flanged 
nail to stabilize fractures of the hip in 1931, the man- 
agement of fractures of the femoral neck was put on 
a safe and reasonable basis. Stabilizing the fracture 


= 
esia 
the 
the 
gen 
ram 
ug- 
tive 
esia 
ion 
or- 
er 4 
1d; 
ay 
re- | 
ht, 
ng | 
nt. 
us 
he 
be 
on | 
on 


1520 FRACTURES IN THE AGED—ROWE AND DETWILER 


relieved pain and allowed the patient to be turned 
and to be made ambulant within a reasonable length 
of time. 

Since then, many types of appliances have been 
used to stabilize fractures of the femoral neck. In 
recent years, replacement prostheses of various types 


Fig. 4.—Roentgenograms showing an intertrochanteric fracture suitable 
for internal fixation in a 75-year-old woman. Left, intertrochanteric fracture 
with little comminution and strong fragments. Right, internal fixation with 
a Jewett nail-plate combination. 


have been used in fresh fractures of the femoral neck 
that could not be satisfactorily reduced or in the very 
old patient who would have to be made ambulant 
within a few days of surgery. The technique of intro- 
ducing the prosthesis in the aged person must be 
adapted to osteoporotic bone. When the replacement 
prosthesis is used in selected cases and by experienced 
surgeons, the results have been very good. In in- 
experienced hands, some very distressing complications 
have occurred. 

There is general agreement today that nonunion 
of the neck of the femur occurs in approximately 20 
to 25% of fresh fractures of the femoral neck that have 
been nailed. Aseptic necrosis develops in 60% of those 
with nonunion of the femoral neck.” The replacement 
prosthesis has been a definite help in allowing the 
patient to recover from these complications and to be- 
come active in a relatively short time (fig. 3). Other 
reconstructive operations, such as the geometric oste- 
otomy of Dickson, the Colonna procedure, or shaft 
arthroplasty, using a Vitallium mold, can be very suc- 
cessfully employed. Impacted fractures of the neck of 
the femur in valgus position, with good anteroposterior 
and lateral roentgenograms, are stable in a high per- 
centage of cases and may be treated satisfactorily 
without operation. Some surgeons prefer to nail or 
introduce a screw for fixation in these fractures. 

Intertrochanteric fractures occur in an older age 
group than fractures of the femoral neck. Stable frac- 
tures can be treated without operation, but six to 
eight weeks are necessary before ambulation is safe. 


J.A.M.A., December 22, 1956 


The decision for open reduction and internal fixation 
with a nail-plate combination depends upon the 
quality of the bone and the degree of comminution. 
Badly comminuted fractures with marked osteoporo- 
sis may respond poorly to open reduction; in fact, 
harm may be done by introducing some form of 
internal fixation. The fragments are too brittle to be 
held by nail and plate combinations. However, when 
the quality of the bone is good and the fractured 
fragments are strong, a nail-plate combination will 
prove very effective (fig. 4). 

Fractures of Femoral Shaft.—Fractures of the femor- 
al shaft in the aged are serious. Some patients are 
physically able to tolerate traction and suspension, 
whereas others become mentally confused by enforced 
immobilization and confinement to bed. This reaction 
seems more severe in patients with fractures of the 
femoral shaft than in those with fractures of the hip. 
In a large percentage of patients, the bone structure of 
the femur is too osteoporotic to tolerate “onlay fixa- 
tion,” such as plate and screws. 

Intramedullary fixation of fractures of the femoral 
shaft in the aged patient has been a distinct advance. 
There are many technical problems, such as the thin 
cortex of the femoral shaft and large medullary space. 
We have used the largest Kiintscher nail (11 or 12 
mm. ) or a “nesting” of nails (2/12-mm. nails) to obtain 


Fig. 5.—Treatment of a 73-year-old woman with a comminuted fracture 
of the femoral shaft above the condyle on a Bohler frame, with traction 
through the tibial tubercle. Roentgenograms showing, top, traction and 
suspension with a wire through the tibial tubercle, center, consolidation of 
the fracture at the time of ambulation, and bottom, consolidation 10 weeks 
after injury. 


good internal fixation. Parham bands around com- 
minuted fracture fragments aid greatly in stabilizing 
the fracture site. An intramedullary rod will eliminate 
pain and allow motion and nourishment of the patient. 
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Many patients can be in a chair or walker in a rela- 
tively short time. A confused elderly patient whose 
condition is deteriorating changes within a few days 
to a clear-minded, cooperative, happy individual. A 
word of warning is necessary. Intramedullary fixation 
calls for experienced surgeons, proper instruments, 
and adequate help. Unless these are available, this 
form of surgery should not be attempted. 

Fractures of the Femoral Condyle.—Elderly patients 
tolerate fractures of the femoral condyle much better 
than they do fractures of the femoral shaft or even 
those of the femoral neck. It is surprising how well 
they do after treatment with a pin or Kirschner wire 
through the tibial tubercle, with balanced traction 
and early motion of the knee (fig. 5). Open reduction, 
using a Blount nail or plate, is indicated in some in- 
stances. However, the bone must be strong enough to 
tolerate the stabilizing equipment. In figure 6, a poor 
selection of a case for internal fixation is shown. Al- 
though good reduction was obtained, the bone was too 
porous to retain the apparatus. 


Pathological Fractures 


The possibility of metastatic disease should be con- 
sidered in any elderly patient with fracture of a long 
bone, particularly a fracture of the humerus or femoral 
shaft. A chest roentgenogram should be taken rou- 
tinely, and a skeletal survey completed if necessary. 

Intramedullary fixation is frequently indicated in 
pathological fractures, expecially in those involving 
the lower extremities. Pain is relieved, and the pa- 
tient may walk and return home in comfort within a 
relatively short time. Death usuaily intervenes be- 
fore the local area is affected to any extent by tumor 
growth. 

In fractures of the femur due to osteitis deformans 
(Paget's disease), intramedullary fixation has proved 


Fig. 6.—Poor selection of case for internal fixation in an 85-year-old 
woman. Roentgenograms showing, left, a displaced supracondylar fracture 
of the femur, center, good reduction with a Blount plate and screws, and, 
right, plate and screws not held by weak osteoporotic bone. 


very effective for early ambulation of the patient. 
It has been necessary to perform an osteotomy on the 
shaft above or below the fracture site, in order to 
introduce the rod. The patients actually appreciate 
having their legs straightened, and several have stated 
that they were waiting to break their other femur “in 


order to have two straight legs”! Figure 7 illustrates 
the remodeling and change in stress lines following 
introduction of a Kiintscher rod for a fracture of the 
femoral shaft due to osteitis deformans. 


Need for Long-Term Care 


Much progress has been made in the treatment of 
fractures in aged patients during their period of 
hospitalization. This has come about through the 


Fig. 7.—Roentgenograms showing intrameduliary nail (11 mm. in di- 
ameter) used for stabilization of a femoral fracture in an 84-year-old man 
with osteitis deformans (Paget’s disease). Left, fracture through the lower 
third of the femur. It was necessary to perform osteotomy on the femur 
above the fracture in order to introduce the straight nail. Right, improve- 
ment in cortex one year later after intramedullary fixation. 


combined efforts of the surgeon, physician, nursing 
service, anesthesia service, and physical therapy de- 
partment. Social service has been of inestimable 
service in individual cases but is limited in the over-all 
picture. Organized efforts in the care of the aged 
patient fall off abruptly, however, when the patient is 
discharged from the hospital. The average mother 
taking care of her home and her children is not able to 
give the necessary time and care to a grandmother 
recovering from a broken hip. The average nursing 
home lacks the trained personnel and equipment for 
adequate care and rehabilitation of the aged patient. 
There is an urgent need at the present time for 
organized long-term care and supervision of the in- 
jured aged patient during the period of recovery after 
hospitalization. This help should come from local, 
state, and federal governments and should be pat- 
terned after the state crippled children’s program. 
The problem of the injured aged patient is with us at 
the present time. There is every indication that it will 
continue to grow. 
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Summary 


With the increase in longevity, and better care of 
the hospitalized patient, aged persons in the popula- 
tion have become a gradually enlarging group with 
specific problems of their own. One of these problems 
is the unique treatment of fractures necessary in this 
age group. As a rule, fractures of the upper extremity 
in the aged patient can be treated with good results, 
as these do not confine the elderly patient to bed; 
the primary concern is to avoid the complications of 
painful, stiff joints. In fractures of the lower extremity, 
mechanical aids frequently must be used in order to 
permit early ambulation. The primary aim is to re- 
lieve pain and restore weight-bearing. Specific atten- 
tion must be given to the general condition of the 
patient and the degree of osteoporosis present. 


J.A.M.A., December 22, 1956 


Much progress has been made in care of aged pa- 
tients during their hospital stay. However, compara- 
tively little progress has been made in their care dur- 
ing the period of recovery after hospitalization. There 
is an urgent need for organized help to the aged pa- 
tients after their discharge from the hospital. 


264 Beacon St. (16) (Dr. Rowe). 
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MENTAL REACTION TO TRAUMA AND HOSPITALIZATION IN THE AGED 


Edward M. Litin, M.D., Rochester, Minn. 


The behavior of elderly people frequently, and 
perhaps unfairly, is compared to that of children. 
However, many parallel patterns do exist in the 
sphere of emotional reactions to trauma and _hos- 
pitalization. The child reacts in an apprehensive, con- 
fused, and sometimes terrified manner to an injury 
and sudden transfer from a familiar environment to 
strange hospital surroundings. The organization of 
his personality is as yet insufficient to integrate these 
changes, and the consequent anxiety is frequently 
overwhelming. These reactions are intensified during 
the night, when the semidarkness and shadowy 
figures give full rein to the child’s fantasies and 
imagination. It is often amazing how a child’s anxiety 
can be ameliorated by the presence of a familiar per- 
son or a familiar toy from home. These serve as ties 
between the child and home, thus diluting the separa- 
tion and ensuing strangeness. 

Many of the same reactions are seen in aged persons 
after trauma and hospitalization. The single most con- 
stant symptom in elderly persons under such circum- 
stances is that of delirium, which, as in the child, is 
greatly intensified at night. The delirium is character- 
ized by complete disorientation for time, place, and 
person; some degree of agitation and panic frequently 
is apparent, and, in the more severe forms, destruc- 
tiveness and incontinence appear. Depending on 
various individual factors, the patient may exhibit 
hallucinations, paranoid delusions, or combativeness 
and literally may exhaust himself. The delirium often 
may be far more dangerous than the original trauma 
for which the patient was hospitalized. Again, as with 
the child, relatively simple measures, such as the 
presence of a familiar person or illumination from a 
night light, may prevent the appearance of delirium. 
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* The removal of an elderly person to a hospital 
during acute illness or after an injury involves certain 
difficulties and dangers that need to be recognized. 
Disorientation leads sometimes to delirium, which in 
severe cases can exhaust the patient. Many simple 
steps can be taken to aid the patient in keeping ori- 
ented, such as having a member of the family at 
hand, leaving a night light on, and avoiding sedatives 
that may increase the patient’s confusion. The pres- 
ence of familiar objects and the observance of famil- 
iar rituals such as a nightly drink of brandy have 
excellent sedative effects. Early ambulation and occu- 
pational therapy are important. If such measures fail 
and delirium becomes dangerously severe, the pa- 
tient should be transferred to a psychiatric ward or 
hospital for special care. 


Such measures allow the elderly patient to orient 
himself and remain oriented, which is so difficult in 
the face of an impaired memory for recent events. 


Cause of Disturbed Behavior 


Many observers have assumed that this disturbed 
behavior in old age is purely the result of organic 
pathological-anatomic brain changes. This automati- 
cally implies that the disturbance is irreversible, which 
in turn leads to a fatalistic approach that is not justi- 
fiable in view of the excellent results sometimes ob- 
tained by thorough and vigorous treatment.' Autopsy 
findings have shown that many older persons who 
have never had disturbed behavior and who were 
quite clear mentally have far-advanced senile and 
arteriosclerotic cerebral changes. Conversely, many of 
those who have exhibited disturbed and confused be- 
havior have little, if any, cerebral damage.’ 

The question remains as to what does account for 
the disturbed behavior so often seen in older persons, 
particularly after trauma and hospitalization. In large 
measure, the answer is to be found in the premorbid 
personality and in the youth of the person in ques- 
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tion, namely, the psychological deficits and conflicts 
that he carries with him into the increasing pressures 
of advancing age. Part of the aging process is diminu- 
tion of resiliency and flexibility and a lessening ca- 
pacity to adapt to change or stress. The more 
deficient, immature, or neurotic are the psychological 
adaptations of earlier years, the smaller is the stress 
required in old age to produce disorganized or dis- 
turbed behavior. Thus, minimal cortical damage is 
catastrophic to one person and relatively unnoticed 
in another.” Elasticity of the cerebral arteries, although 
extremely important, is not the only factor; equally 
significant is elasticity of the personality, as character- 
ized by the ability to adjust to earlier stresses. 


Hospitalization 


It is obvious that in many cases there is no choice 
regarding hospitalization of an aged person after 
trauma. Surgical and orthopedic procedures often 
must be carried out, and these can be done only in the 
hospital. In these instances, it is well to be aware of 
some general principles that may be helpful in ward- 
ing off serious senile delirium; I shall refer to these 
principles later. However, in many instances hospi- 
talization has actually been quite harmful and perhaps 
was the cause of death. This is indeed paradoxical, 
in that hospitals have as their main and perhaps sole 
function the relief of suffering and prolongation of 
life. Report of an illustrative case may be appropriate. 


A 79-year-old man had been retired from active business for 
11 years and was in remarkably good health. He lived alone with 
his wife in a small home in which they had resided for the 
previous 23 years. The patient was fairly alert, except for some 
forgetfulness and a slight decline in the quality of his personal 
habits. In January, 1954, while doing some woodworking 
around the home, he struck his head on a beam. It is not known 
whether he lost consciousness, but his wife noted that he was 
somewhat incoherent in his speech. A small hematom: was 
noted in the right temporal area of the scalp. He was brought to 
the hospital emergency room, where a careful neurological ex- 
amination was done and roentgenograms of the head were ob- 
tained. Results of the examination were negative, except for 
mild disorientation and mild impairment of recent memory. It 
was considered that the patient should be observed in the 
hospital for 24 hours. 

He was slightly restless and mildly confused that evening, 
but he soon fell asleep after a bedtime dose of 1% grains (0.1 
gm.) of a fast-acting barbiturate. After he had been asleep 
for about two hours, the nurse heard him calling loudly. When 
she entered the room, she noted he had a very frightened ex- 
pression and was calling for his wife and for his son, who had 
been killed in World War II. He was completely disoricnted in 
all spheres, confused, agitated, and obviously frightened. He 
was negativistic and refused any medication, thinking that it 
was poison. It was necessary literally to carry him back to bed 
and restrain his arms and legs. He was given two hypodermic 
injections of barbiturates, which appeared to increase his rest- 
lessness. He called out all night and struggled against his 
restraints. 

The next morning he appeared ill. He was dehydrated, in- 
continent of urine, and exhausted. Neurological findings of a 
focal nature were absent. The psychiatric consultant considered 
that the patient’s condition was not directly related to the head 
trauma but most likely was a nocturnal delirium aggravated by 
barbiturates. The patient’s wife and daughter stayed with him 
that day; they fed him and reassured him repeatedly concern- 
ing his condition and hospitalization. He was given fluids and 
vitamins intravenously, and at bedtime he was given his usual 
brandy. His daughter sat up in his room during the night, and 
a light was left on. Sedation was not given, and he slept well. 
When he awakened during the night, his daughter would speak 
to him and he would quickly drift off to sleep again. 
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The following morning, the patient was back to normal. He 
was oriented, calm, and cooperative. The only residual effect 
was amnesia for the night before and the feeling he had ex- 
perienced a nightmare. He was dismissed after a neurological 
recheck examination gave negative results. 

Fortunately, this case had a happy ending. The 
main injury suffered by this patient was not from the 
blow on his head but from his hospitalization. A period 
of observation was definitely indicated in this case, but 
the question remains as to where such observation 
should be carried out. The answer would appear to 
be the home, if this is at all possible. Admittedly, this 
plan is far from ideal in many cases, but the benefits 
derived from the avoidance of delirium or a state of 
confusion far outweigh the disadvantages of such an 
arrangement. In some instances, such delirium and 
ensuing exhaustion have progressed to the point where 
electroshock therapy becomes necessary literally as a 
lifesaving device. In studies regarding nocturnal de- 
lirium in the aged, Cameron‘ found that darkness of 
the room, combined with impairment of recent 
memory, results in disorientation. Because of loss of 
retentive powers, the patient is unable to maintain 
a spatial image without repeated visualization. This 
disorientation leads to misinterpretation of the en- 
vironment and lays the foundation for full-blown 
delirium. 

Thus, a primary decision to be made by the physi- 
cian is the desirability of hospitalization of elderly 
persons. It is to be remembered that the trauma itself 
is a serious stress on the elderly patient's ability to 
make the necessary adjustments. Physical trauma also 
becomes a mental trauma when the elderly patient 
foresees a period of helplessness and further depend- 
ency, loss of self-esteem, and financial burden. It is 
easy to see how trauma, with all its physical, emo- 
tional, and social implications, can precipitate pro- 
found neurotic or psychotic reactions in an elderly 
person whose capacities are already seriously taxed 
by the mere act of existing in a society geared to a 
large extent to the needs of the young and healthy. 
To add the necessity for the further adjustment to a 
strange hospital routine is sometimes asking too much. 

Although delirium is the most common mental 
reaction to trauma and hospitalization in the aged, it 
is by no means the only one. Depressive reactions, 
either agitated or retarded, are frequent. Also, accel- 
eration of a mild senile dementia may occur or a cari- 
cature of a preexisting neurotic reaction may be pre- 
sented. 

Prophylactic Measures 


A number of measures can be helpful in avoiding 
mental complications after trauma in the aged when 
there is no alternative to hospitalization. Relatives 
should be asked regarding any special habits or rituals 
the patient may have; these should be continued pro- 
viding they do not interfere seriously with hospital 
routine. For example, an elderly woman who was 
accustomed to having two glasses of hot lemonade 
every morning was greatly relieved when she was 
assured this routine could continue in the hospital. 
Patient, careful, simple explanations regarding his 
injury or illness and hospitalization are also helpful to 
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the aged person. The physician must remember that 
the attention span and recent memory of such patients 
are often impaired and that repetition is essential. 
The prodromal symptoms of an impending delirium 
or a state of confusion must be watched for. It is 
relatively easy to recognize such signs, which include 
restlessness and irritability, easy mental fatigability, 
mild confusion and disorientation, and increased loss 
of recent memory. If a surgical procedure is contem- 
plated, it should be postponed when these prodromal 
symptoms appear. A member of the family should be 
enlisted to stay with the patient, and a light should 
be left on at night. With the appearance of restlessness, 
there is a tendency to prescribe sedatives and nar- 
cotics. Many geriatricians unyieldingly forbid the use 
of barbiturates and bromides in the aged patient. 
There is a tendency toward excitement or depression 
of vital functions because of the cumulative effect of 
these drugs. A good general rule is to give as few 
doses and as small amounts of medication as possible. 
Whisky or brandy in eggnog is an excellent nightly 
sedative in some instances. Brandy has been called 
the “milk of the aged,” and the danger of alcoholism 
at this period is negligible.’ Judicious use of the newer 
tranquilizing drugs, especially chlorpromazine, has 
been extremely successful in eliminating the need for 
sedatives and reducing agitation and anxiety. 
Ambulation as early as possible is beneficial not 
only for medical reasons but also for the mental im- 
provement to be derived from the patient’s being less 
restricted in activities and being able to make more 
social contacts. Such adjuncts as occupational therapy 


should be employed. 
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Unfortunately, despite following of the best medical 
and psychiatric principles, delirium may occur in a 
significant number of elderly patients. If the delirium 
is severe, with danger of exhaustion and even death, 
the patient should be transferred to a psychiatric ward 
or hospital. 


Summary 


As patients grow older, the stress of physical trauma 
and hospitalization may often precipitate a serious 
mental disorder when the capacities for adjustment 
are already overtaxed. These psychiatric complica- 
tions may be far more dangerous than the original 
reason for hospitalization. If at all possible, observa- 
tion and treatment of the aged should be carried out 
at home and hospitalization should be avoided. The 
commonest and most dangerous psychiatric compli- 
cation is senile delirium. Although this complication 
cannot always be avoided, some relatively simple 
measures and avoidance of overmedication can greatly 
reduce the frequency of its occurrence. 


102 Second Ave. S.W. 
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PHYSICAL MEASURES IN THE AGED 


Donald L. Rose, M.D., Edward B. Shires, M.D. 


William S. Alyea, M.D., Kansas City, Kan. 


The various techniques of physical medicine and 
rehabilitation in the treatment of specific clinical 
syndromes in the elderly patient have been well docu- 
mented.’ The purposes of this paper are to call atten- 
tion to the disturbances in bodily functions produced 
by acute and chronic hypoxia, to demonstrate the 
need for including in the rehabilitation program 
measures to improve the efficiency of external respira- 
tion when disturbances exist, and to emphasize the 
necessity for early attempts at ambulation. 

Certain changes in bodily function have traditional- 
ly been associated with the “normal” process of aging.’ 
Among, these are pupillary changes, with miosis and 
sluggish reflex responses to light and distance; changes 
in ocular movements, with progressive restriction in 
the movements of convergence and defects in upward 
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* Two physical aspects of disability in the aged 
have been especially studied, namely, the inefficien- 
cy of respiration and the inadequacy of ambulation. 
Habitual underventilation of the lungs was suspected 
in some patients because their vital capacity in- 
creased so promptly and so greatly after a program 
of breathing exercises and because this was accom- 
panied by so marked an improvement of general 
condition and attitude. Similar evidence led to the 
conviction that the early achievement of ambulation 
in the elderly patient is more important than the 
concentrated exercising of particular groups of 
weakened muscles. 


gaze; generalized muscular wasting; tremors on effort; 
elevation of the thresholds for perception of the stimuli 
of light touch, vibration, and pain; other reflex 
changes, with loss of superficial reflexes and diminu- 
tion or loss of the ankle jerk; impairment of the drive 
to accomplish normal activities; and diminution in 
strength together with sharp limitations of endurance. 
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Perhaps because much of society functions by means 
of machines of one type or other, we have tended to 
regard our own bodies as machines. The aging process 
in various body tissues has been compared to the 
wearing out of component parts of the machine. That 
this concept is incorrect may be demonstrated in a 
number of ways. Changes have been described in 
neural tissue in the aged that are interpreted not as 
degenerative processes but as processes of an essen- 
tially defensive nature that place the cell in a better 
position to withstand the metabolic vicissitudes of old 
age.” Work with isotopes has revealed an unexpected- 
ly rapid turnover of protoplasmic constituents in 
neural tissue at all ages.* For these reasons the neuron 
should be regarded not as a stable system but rather 
as a system in which there is a steady flow of produc- 
tive activities. However, there may be degenerative 
changes within the nervous system that lead to de- 
creased functional abilities and eventually to the death 
and disappearance of many cells. The difficulty ap- 
parently is in the correlation of the functional with the 
organic changes. Since there is agreement that the 
cha. ges that modify function precede the final organic 
changes in the course of the so-called aging process, 
any therapeutic program might well include consid- 
eraticn of those factors that modify function, in addi- 
tion to the more easily demonstrable organic factors. 


Hypoxia 


Whatever else the elderly patient may complain of, 
fatigue and lack of endurance are extremely common. 
It has been pointed out that the capacity for work and 
the fatigue induced by it are related to the intensity 
and duration of the work.*® At the one extreme is a 
50-yd. dash, which may last five seconds; at the other 
extreme is a day's labor in heavy industry, which may 
last as long as 12 hours. In the first example, the work 
is accomplished by the scanty reserves of oxygen in 
the body together with the body’s resources of anaer- 
obic energy. In the second, the work performed is 
chiefly on an aerobic basis. Obviously, most daily ac- 
tivities fall into the latter category. The body tissues 
vary considerably in their susceptibility to hypoxia.° 
The frontal lobes of the brain, for example, are more 
readily damaged by hypoxia than the rest of the brain 
cortex or other parts of the central nervous system. 
The small pyramidal cells of the cortex are more sensi- 
tive than the cellular components of the medulla or 
the spinal cord. The myocardium is the tissue next 
most sensitive to oxygen deficiency. The permeability 
of the pulmonary capillaries, and therefore gaseous 
exchange in the lungs and the function of the adrenal 
glands, is also influenced by hypoxia. On the basis of 
these observations, hypoxia certainly can be consid- 
ered among those changes that may modify function. 
It remains to demonstrate that a basis for hypoxia 
exists in the problems encountered in the physical 
rehabilitation of the aged. 

It has long been known that the vital capacity is 
approximately 10% less with the patient in the supine 
position than in the erect position and that there is 
a reduction in vital capacity with age.’ There seem 
to be few studies dealing with the magnitude of 
changes in vital capacity in the older person and more 
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specifically in the elderly patient who has a physical 
infirmity that we frequently attempt to modify with 
rehabilitation procedures. 

Although clinically one can see a lag in the hemi- 
thoracic movements in the patient with hemiplegia, 
the shallow upper chest respiration in the individual 
with pulmonary emphysema, and gross disturbances 
in pulmonary mechanics in other conditions, it is easy 
to measure vital capacity with acceptable accuracy 
and thus provide objectivity for such impressions. 
While vital capacity is not a valid criterion for the 
degree of efficiency of pulmonary function under all 
conditions, such measurements do provide a means 
for observing the progress of a patient over a period 
of time as well as for comparison of the patient's ca- 
pacity with normal values. 

We have employed the Bennett respiration ventila- 
tion meter “ not only to check the vital capacity of the 
elderly patient but also to determine the minute 
volume of respiration for normal quiet breathing. The 
percentage of the predicted normal attained by the 
patient with respiratory difficulties may be determined 
by comparison of the findings for that patient with 
standard vital capacity tables. The resting minute 
volume, rather than maximal breathing capacity, was 
selected because this figure was considered to be a 
more satisfactory reference base for the respiratory 
demands of functional activities. 

The results of these studies to date indicate that 
normal vital capacity and minute volume values oc- 
cur very seldom in the ill older person. None of the 
patients tested had a vital capacity of more than 70% 
of the predicted normal; the majority had capacities 
below 50% of normal. The resting minute volume was 
reduced in many patients but usually approached 
normal values. From these findings, it would seem 
that patients tested were breathing very nearly at their 
maximal respiratory ability. If this were true, addi- 
tional functional demands could be met only if there 
were a proportionate improvement in respiratory 
efficiency. In fact, unless such improvement in respira- 
tory function could be achieved, the added functional 
demands of rehabilitation efforts might well contribute 
additional acute hypoxia to any chronic hypoxia al- 
ready present. 


Improvement of Respiratory Function 


Our efforts to improve efficiency of respiratory 
function have included use of specific breathing ex- 
ercises and two mechanical devices. It is usually fairly 
easy to determine whether there is a relative insuffi- 
ciency of inspiratory or expiratory efforts, whether 
atony or spasticity of the abdominal musculature in- 
terferes with the normal reciprocal relationship be- 
tween the abdominal and diaphragmatic musculature, 
or whether there is a disproportionate movement of 
the two halves of the thorax. The breathing exercises 
we recommend * are directed toward maximal excur- 
sion of the rib cage and improvement in diaphrag- 
matic function. These have been deliberately simpli- 
fied as much as possible in order that they may be 
incorporated more easily into the daily activities of 
the elderly patient. 
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Intermittent positive-pressure breathing "° is clinical- 
ly valuable, especially in treating those patients in 
whom there is pulmonary emphysema and those who, 
through chronic illness or prolonged bed rest, have 
developed atony of the thoracic and abdominal mus- 
culature and loss of elastic recoil of the rib cage during 
expiration. The intermittent positive-pressure device 
consists basically of a flow-sensitive cycling valve with 
mouthpiece, gauges, and regulators for the introduc- 
tion of oxygen in concentrations up to 100% and 
aerosol solutions containing bronchodilator drugs 
when these are indicated. 

There are many patients who, for a variety of rea- 
sons, are unable to eliminate accumulated bronchial 
secretions satisfactorily.'' An exsufflator (Cofflator) is 
effective in meeting this type of pulmonary ventilation 
need. By means of this device, the lungs are inflated 
fully with a positive pressure of 30 to 40 mm. Hg fol- 
lowed by a swift reversal to negative pressure of 20 to 
40 mm. Hg. This procedure will produce an expiratory 
volume flow rate several times greater than that pro- 
duced by a maximal cough and is effective in remov- 
ing retained bronchial secretions. 

Three to five such “coughs” administered once daily, 
intermittent positive-pressure breathing before and 
after exercise, and attempts to carry out breathing 
exercises repeatedly throughout the day have resulted 
in nearly every case in increased exercise tolerance, 
less fatigue after exercise, and an improvement in 
general physical capabilities. An increase of approxi- 
mately 1,000 cc. in vital capacity has occurred in those 
patients with the greatest diminution from normal, 
although ail patients increased their vital capacity. 
Occasionally the increase was so rapid as to cause one 
to suspect disuse as a cause for diminished respiratory 
function similar to the diminution noted in other 
neuromuscular functions. In addition, rather unex- 
pected improvements in patients’ attitudes often fol- 
lowed treatment. Patients showed improved outlooks 
on their physical condition, spontaneous cheerfulness, 
greater emotional stability, increased attention spans, 
and increased drives to help themselves. 


Early Ambulation 


Coupled with efforts to improve respiratory func- 
tion have been attempts to help the patient achieve 
ambulation as rapidly as possible. The production of, 
not necessarily the maintenance of, ambulation ac- 
tivities has been stressed. We believe that the longer 
the delay in instituting these activities, the greater the 
difficulty in achieving them. Accordingly, very early 
use is made of the standing table, so that the proprio- 
ceptive-motor patterns of movement can be initiated 
and exercise of the torso and upper extremity mus- 
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culature, balance exercises, and breathing exercises 
can be carried out fairly efficiently with complete lack 
of fear of falling on the part of the patient. As soon 
as possible, forward, backward, and side-to-side walk- 
ing in the parallel bars or with assistance is carried 
out, with simple, lightweight splinting of a weakened 
lower extremity when indicated. We have regarded 
the early achievement of ambulation by the elderly 
patient as more important than concentrated effort 
on reeducational exercises for separate areas of 
weakened muscles. 
Summary 


Those elderly patients with ailments requiring phys- 
ical rehabilitation exhibit reduction in efficiency of 
pulmonary function so frequently that the effects of 
hypoxia must be included among the etiological fac- 
tors entering into the disability. Specific retraining 
efforts for proper breathing coupled with mechanical 
efforts to increase pulmonary air flow improve the 
efficiency of external respiration. The increase in ex- 
ercise tolerance and improvement in certain psychic 
functions following such treatment would suggest im- 
provement in internal respiration as well. Attempts to 
stand and to walk at the earliest practicable time, 
aided by graded exercise procedures, also materially 
shorten the rehabilitation period. 


The assistance of a clinical training fellowship for Dr. Alyea by the 
Office of Vocational Rehabilitation, Department of Health, Education, and 
Welfare is acknowledged. 
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Coccidioidomycosis.—A correlation between the periodic dust storms occurring in the endemic area and the inci- 
dence of new cases of coccidioidomycosis has been noted. These dust storms enable the resistant spores to be 
transported far from their natural habitat. Cases have been recorded wherein the disease undoubtedly was con- 
tracted by the patient merely passing through the endemic area. . . . The majority of those infected with Coc- 
cidioides immitis may remain asymptomatic and present no stigmas of active disease. . . . The chest roentgeno- 
graphic findings, while not specific, often will be the first clue to the diagnosis and will suggest that the physician 
obtain confirmatory laboratory studies. A rarer, malignant, secondary or disseminated form of this disease occurs 
approximately once in every 400 cases among the white race, and approximately ten times as frequently in the 
darker skinned races. This disseminated or granulomatous form of the disease has a mortality of more than 50 per 
cent.—Capt. W. A. Peck Jr. and Major S. S. Romendick, M.C., U. S. Army, Coccidioidomycosis: A Roentgen 


Study, Texas State Journal of Medicine, February, 1956. 
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FATALITIES FOLLOWING TOPICAL APPLICATION OF LOCAL 
ANESTHETICS TO MUCOUS MEMBRANES 


John Adriani, M.D. 


Donovan Campbell, M.D., New Orleans 


It is surprising that many physicians are unaware 
of the hazards of local anesthesia. The pioneers in 
this field recognized and emphasized the pitfalls that 
result from the misuse of local anesthetic drugs. In 
1919, Eggleston and Hatcher ' studied the toxic effects 
of procaine, cocaine, and other local anesthetics and 
indicated that untoward reactions were largely due 
to the rapid absorption of the drug into the vascular 
system. Other investigators have since then reiterated 
this fact. Thus, the potential dangers of these drugs 
have been known for some time. Those who con- 
sistently use local anesthetics are familiar with their 
hazards. The occasional users are less versed in the 
subject and usually encounter the majority of diffi- 
culties. 

Accurate statistics on the frequency of untoward 
reactions and fatalities due to local anesthetics are 
not available, because few such mishaps are reported. 
We are familiar with 10 unreported fatalities in a 
15-year period in this institution caused by the topical 
application of tetracaine to mucous surfaces for endo- 
scopic procedures. In addition, we are aware of five 
unreported fatalities occurring under similar circum- 
stances outside the institution but in the approximate 
geographical area. Besides being consulted for the 
fatalities, we and our associates have been called upon 
to assist in the treatment and management of nu- 
merous other nonfatal reactions. In scanning the 
protocols of fatalities, one is impressed by the relative 
frequency with which these have occurred following 
topical application of local anesthetic drugs. The 
problem of reactions following the use of local anes- 
thetics, both topically and otherwise, at one time was 
of such concern, that, in 1924, a commission was dele- 
gated by the American Medical Association * to review 
the status of the available drugs and make recom- 
mendations concerning dosage and technique of usage. 
The situation has improved steadily since their report 
was formulated, but preventable deaths from this 
cause are still all too frequent. 


Characteristics of Tetracaine Reactions 


In a review the protocols of fatalities due to tetra- 
caine, the following findings are consistent: 1. The 
operator had little regard for dosage, was unaware of 
the maximal allowable quantity, and was unable to 
indicate the exact amount used. In cases in which the 
quantity used was known, in most instances it ex- 
ceeded 8 ml. of a 2% solution (160 mg.). 2. The indi- 
vidual using the drug was a novice learning to do 
endoscopic procedures. He had used the drug occa- 


From the Department of Anesthesia, Charity Hospital, and the Depart- 
ment of Surgery, Louisiana State University, School of Medicine. 

Read before the Section on Anesthesiology at the 105th Annual Meeting 
of the American Medical Association, Chicago, June 12, 1956. 


* The hazards of local anesthesia are due to the 
rapid absorption of the drug into the vascular system. 
The etiology of the reactions may be due to a dis- 
regard of the amount of anesthetic applied, the use 
of a topical anesthetic for the first time, or the fact 
that resuscitative equipment or antidotes were not 
immediately available. Concerning tetracaine, re- 
actions may be abrupt, with no prodromal signs or 
convulsions. The dose of tetracaine that may be in- 
filtrated should not exceed 100 mg., therefore the 
dose for topical application must be considerably 
less. 


sionally or was using it for the first time. 3. The 
reaction was abrupt in onset, without prodromal mani- 
festations. Syncepe and circulatory collapse were the 
usual manifestations. Convulsions did not occur. 4. 
The drug was used in situations in which resuscitative 
equipment and antidotes were not immediately avail- 
able. 5. Barbiturates were used as antagonists in some 
instances, even though the patient was in respiratory 
failure and there was no indication for their use. 

It is the intent of this report to emphasize the ex- 
treme potency and relative frequency of toxic effects 
from tetracaine and not to incriminate the drug as a 
lethal substance that should be discarded. Untoward 
reactions have occurred following the application of 
other topical anesthetics such as piperocaine, cocaine, 
and lidocaine. The train of symptoms heralding the 
untoward response with these, however, has been 
different. Central nervous system stimulation, char- 
acterized by excitement, apprehension, and convul- 
sions, has been the usual manifestation. The intra- 
venous injection of barbiturates counteracted these 
reactions. 

The major distinction between reactions due to 
tetracaine and those of the other aforementioned drugs 
has been the absence of convulsions and the abrupt 
onset of syncope. The interval between the onset of 
symptoms and the moment of the fatal termination 
was brief. The train of events occurred so quickly, and 
in such rapid succession, that there was little time for 
evaluation of symptoms, differential diagnosis, and 
antidotal therapy. It must not be construed, however, 
that convulsions are not manifestations of systemic 
reactions to tetracaine. They can and do occur with 
this drug and have occurred in our experience. Con- 
vulsions followed the topical application of tetracaine 
in two instances. These reactions were successfully 
antagonized by thiopental, and both patients survived. 

Cocaine is at the present time the anesthetic of 
choice for topical use in this institution. Reactions 
occur from time to time, but none has terminated 
fatally, even though the total number of reactions and 


1956 
lack 
alk- 
ried 
ned 
ded an | 
erly 
fort 
of 
of 
of 
‘ac- 
ing 
ical ‘ 
the | 
ex- 
hic 
im- 
to 
ne, 
lly 
the 
and 
eat- 
sco, 
tion 
aft, 
and 
53. 
ler- 
203 
» in 
194 
j. 
il) 
55. 
il) 
er, 
2, 
ti- 
ad. 
y- 
on 
38 
my 


1528 LOCAL ANESTHETICS—ADRIANI AND CAMPBELL 


total number of usages far exceed those for tetracaine. 
Excitement and convulsions have been the usual 
manifestations of cocaine intoxication. 

Postmortem examinations in the aforementioned 
catastrophes revealed little to suggest the mechanism 
causing death. For the want of a better explanation, 
the cause of death was recorded as due to sensitivity 
to the drug, anaphylactic reaction, allergy, and so on. 
There was little evidence to substantiate these diag- 
noses. 

The incidence of reactions with use of tetracaine 
by other routes has been considerably less than with 
the topical route. Moore,’ Bonica,* and others have 
described the use of tetracaine for nerve blocking 
without untoward reactions or fatalities in cases num- 
bering into the thousands. Tetracaine is one of the 
most widely used drugs for spinal anesthesia. Fatal- 
ities due to intoxication following intrathecal injection 
are unknown. In our experience at the Charity Hos- 
pital over a 15-year period, spinal anesthesia has been 
induced with tetracaine about 20,000 times without a 
single untoward response suggestive of a toxic reaction. 
Others have used tetracaine for spinal anesthesia and 
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Fig. 1.—Comparison blood levels obtained after injecting 30 mg. of 
tetracaine in dogs intravenously and rapidly over a 30-to-60-second interval, 
after application topically to the pharyngeal mucous membranes, after sub- 
cutaneous infiltration, and after slow intravenous infusion. 


have had similar experiences. This is probably due to 
the fact that local anesthetics disappear slowly from the 
intrathecal space and the over-all dosage is compara- 
tively minute (15 mg. or less). When fatalities have 
occurred from spinal anesthesia they have been due 
to severe, uncontrollable hypotension due to the au- 
tonomic blockade or from respiratory failure caused 
by paralysis of the intercostal muscles and the dia- 
phragm due to the ascent of the drug into the thoracic 
and cervical segments of the cord. Certain clinicians ° 
have infused tetracaine slowly, intravenously, without 
apparent untoward results. 


Frequency of Tetracaine Reactions 


All of this prompts several questions. “Why are 
systemic reactions more frequent after topical appli- 
cation?” “Why was sudden syncope the most common 
manifestation?” It has been suggested that local an- 
esthetics topically applied undergo a change as they 
pass through the mucous membrane and become 
“more toxic.” We feel this is highly improbable. The 


J.A.M.A., December 22, 1956 


symptoms of intoxication following topical application 
differ in no way from those of reactions due to direct 
and rapid intravenous infusion of the drug. 

Conflicting statements appear in the medical litera- 
ture concerning absorption of local anesthetic drugs 
from mucous membranes. Almost everyone assumes 
that they are rapidly absorbed, but blood level studies 
to substantiate this assumption are not available. 
Eggleston and Hatcher’ indicated the role of rapid 
absorption in causing reactions but did not determine 
blood levels. Seevers and his co-workers,° studying 
the metabolism of cocaine, injected the drug subcu- 
taneously, intravenously, and into the stomach but 
did not study absorption from the pharynx, trachea, 
bronchi, or other mucous surfaces. 

We felt that blood level studies would provide a 
clue to the cause of high reaction rate and have under- 
taken this study. For obvious reasons the study was 
done in the laboratory on dogs. Blood levels were 
determined after the absorption of tetracaine from 
mucous surfaces of the pharynx, trachea, and bronchi. 
These were compared with those obtained after rapid 
intravenous injection, subcutaneous infiltration, and 
slow intravenous infusion of tetracaine (fig. 1). The 
rapid injection of 6 mg. per kilogram of body weight 
of tetracaine intravenously resulted in peak levels of 
100 mcg. or more per milliliter in the circulating blood 
within one to two minutes. The same quantity ap- 
plied to the mucous membranes of both pyriform 
fossae of the pharynx or instilled into the trachea re- 
sulted in peak levels of 30 mcg. per milliliter. The 
peak was attained within four to six minutes. The 
peak was not as high, nor did it rise as abruptly, as 
that noted after rapid intravenous injection, but it ob- 
viously simulated it closely. There was little difference 
between the curves obtained after the pharyngeal and 
tracheal instillations. Epinephrine, 1:7,500, added to 
the tetracaine solution did not retard absorption. The 
blood levels were nearly identical to those obtained 
without epinephrine. 

In one set of experiments the total dose was dou- 
bled, divided into three fractions, and applied at 
equal intervals over an 8-to-10-minute period. The 
blood level gradually attained a peak of 20 mcg. per 
milliliter after 10 minutes. Thus, it is obvious that the 
gradual application of a solution results, as one would 
expect, in a gradual rise in blood level. It is important 
to note that identical blood levels were obtained when 
the total dosage in milligrams remained constant but 
the concentration was varied from 2 to 4%. Thus, the 
blood level is a function of total dosage and not of 
concentration (fig. 2). The blood level was not detect- 
able when 6 mg. per kilogram was infiltrated sub- 
cutaneously in an area 3 by 4 cm. over the abdomen. 
The slow intravenous infusion of 6 mg. per kilogram 
over a 20-minute period likewise caused no detectable 
quantity in the blood after the injection was complete. 

The free base was precipitated and applied to the 
mucous membranes. The blood level curves were 
identical to those obtained when soiutions of the 
hydrochloride were used. The absorption of the hydro- 
chloride incorporated in a water-soluble cream ap- 
plied to mucous surfaces is prompt and rapid and 
occurs with ease. These data indicate what has not 


> : 
“+ 
) 
80 
| 60 
40 
20 
4 


Vol. 162, No. 17 


been realized, namely, that the topical application of 
a given dose results in blood levels that closely simu- 
late those obtained after rapid intravenous injection. 

The epithelial surfaces of the pharynx, trachea, and 
the posterior urethra provide excellent absorbing sur- 
faces. Drugs are readily absorbed from the pulmonary 
alveoli because the osmotic pressure relationships in 
the pulmonary vascular bed are designed to prevent 
collection of fluid in the alveolar spaces. Volunteers 
inhaling free nebulized cocaine (4%) immediately ex- 
perienced the stimulation characteristic of this drug 
and felt no appreciable numbness in the upper respira- 
tory passages. 

Circulatory Effects 


Most physicians are generally aware of the effects 
of these drugs on the central nervous system; they are 
less familiar with the circulatory effects. Local anes- 
thetics depress cardiac tissues.’ The myocardium may 
be so depressed that asystole results. This depressant 
effect of local anesthetics has been utilized to prophy- 
lactically decrease cardiac irritability and thus ob- 
viate arrhythmias during thoracic surgery. Eggleston 
and Hatcher’ demonstrated that digitalis adminis- 
tered prior to the infusion of toxic doses of local 
anesthetics protects animals from cardiac failure. 
Local anesthetics also cause vasodilatation. Extreme 
hypotension occurs when myocardial depression and 
vasodilatation occur simultaneously. There is no rea- 
son to assume that both the circulatory and nervous 
systems cannot be involved simultaneously, particular- 
ly when overwhelming doses are used. In fact, the 
evidence in some of the protocols suggests that this 
is exactly what happens. Circulatory and respiratory 
failure occurred simultaneously. The circulatory ef- 
fects of tetracaine are exemplified by the following 
case report. 

Report of a Case 


A 67-year-old white woman was admitted to the hospital for 
diagnostic bronchoscopy for a possible carcinoma of the lung. 
She was given premedication of morphine, 1/6 grain (10 mg.), 
and scopolamine, 1/100 grain (0.6 mg.), one hour prior to the 
time of her arrival in the operating room. The nasopharynx was 
sprayed with a 2% solution of tetracaine. An estimated 5 ml. 
was then instilled into the trachea with a curved cannula. The 
operator made no note of the total dose used. Several minutes 
after application of the anesthetic, the patient uttered a sharp 
cry and slumped over from the upright position. An ashen gray 
cyanosis appeared over her face and neck. She became coma- 
tose. She was placed in a supine position. The pulse was thready 
and barely palpable. The blood pressure was unobtainable. The 
neck veins were engorged. Respiration was shallow and rapid. 
Administration of ephedrine, 15 mg., caused a feeble fleeting 
pressor response, after which the blood pressure disappeared. 
Additional doses were ineffective. Pulmonary edema then de- 
veloped. Oxygen under positive pressure was administered by 
mask, Attempted digitalization with ouabain was futile, and 
death ensued one and a half hours after injection of the drug. 
There was no evidence of preexisting cardiac disease. The train 
of symptoms developed within three to four minutes after the 
instillation of the drug. The bronchoscopy had not commenced; 
hence, the cause of death was ascribed to cardiac failure. 


Of the drugs possessing topical action, dibucaine 
and tetracaine are the most potent and most toxic. 
Procaine, the least toxic local anesthetic in current 
use, is devoid of topical action. Most endoscopists 
concede that tetracaine is the most serviceable drug 
from the standpoint of effective topical anesthesia. 
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The term “potency” applied to topical anesthetics is 
not easily defined. Tetracaine, for example, when di- 
rectly applied to a nerve trunk, is 10 times more 
potent than procaine. In other words, 1 mg. causes 
a blockade when 10 of procaine are necessary to ob- 
tain the same effect. However, potency is difficult to 
dissociate from duration of action. Tetracaine, in ad- 
dition to being more potent on a weight-for-weight 
basis, causes a blockade that lasts approximately twice 
as long as that of procaine. With the exception of 
dibucaine, which few clinicians use, it is the longest 
lasting of the available topical anesthetics. 


Evaluation of Topical Action 


The topical effects of local anesthetics are not easily 
evaluated. In the laboratory, topical action is usually 
studied by applying a fixed quantity of a drug to the 
cornea of experimental animals and noting the dura- 
tion of absence of the corneal reflex. Such studies 
merely suggest trends as far as the value of a drug for 
clinical use is concerned. In clinical evaluation of these 
drugs, the variables encountered are too numerous to 
make a study clear-cut and simple. The types, sizes, 
and arrangement of cells composing the mucous sur- 
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Fig. 2.—Comparison of blood levels of tetracaine in dogs after application 
to the mucous membranes of tetracaine hydrochloride, 30 mg. of the free 
base, 30 mg. in 2 and 4% solution with and without epinephrine, 30 mg. in 
a water soluble base, and 30 mg. in a non-water-miscible base. 


faces, the blood supply, the nature of the submucous 
tissue, and the type of neuroreceptors present intro- 
..uce a muititude of variables. Some of the pain felt 
during instrumentation of mucous surfaces un- 
doubtedly arises in the submucous areas where the 
drugs do not necessarily penetrate in sufficient con- 
centration to cause effective blockade. A possible an- 
swer to the existing impression that tetracaine appears 
to be superior to other topical anesthetics may be that 
it anesthetizes these deeper structures more effectively 
and for a longer period of time. 

In our studies conducted in 23 volunteers, it was 
observed that the order of duration and degree of 
numbness experienced for topical anesthestics applied 
to the mucous surfaces of the palate, lip, site of the 
tongue, and the fauces is as follows: tetracaine, co- 
caine, lidocaine, piperocaine, hexylcaine, benzocaine, 
tripelennamine (Pyribenzamine), and pramoxine (Tro- 
nothane). A latent period precedes the onset of local 
anesthesia whether the agent is topically applied or 
injected. The longest period preceded tetracaine; the 
shortest, benzocaine. Since the degree of numbness 
was used to indicate potency of the topical effect of the 
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drug and since this is a subjective manifestation, one 
is justified in challenging these results. We, however, 
know of no other effective way of studying the clinical 
usefulness of these substances. 

Water solubility of a drug and its ability to diffuse 
through membranes play important roles in topical 
anesthesia. Benzocaine, for example, is poorly soluble 
in water (0.5 gm. per liter). When applied to a mucous 
surface, it is absorbed more slowly than cocaine, tetra- 
caine, and other drugs. Untoward reactions due to 
systemic toxic effects are virtually unknown from use 
of this substance. An ointment containing 20% benzo- 
caine (Americaine) has been used in this department 
nearly 10,000 times as a lubricant for intratracheal 
catheters and for pharyngeal and nasal airways to 
obtund the pharyngeal and tracheal reflexes without 
any untoward effects. 


Dosages 


It is impossible to state the lethal doses of the differ- 
ent anesthetics for man because such doses vary with 
the route of administration, rate of absorption and 
elimination, and tolerance of the individual to the 
drugs. Values are often quoted that are based upon 
lethal doses in animals or on impressions derived from 
clinical experience. Such data merely indicate trends 
and are useful as guides but are not absolute values. 

Thus, it cannot be emphasized too strongly that 
when a drug is applied topically a maximum total 
dosage must be decided upon that must not be ex- 
ceeded at any one sitting. Tetracaine is considered 
to be 10 times more toxic than procaine. On the basis 
that 1 gm. of procaine is the maximum quantity rec- 
ommended for infiltration, it follows that 100 mg. of 
tetracaine must not be exceeded for infiltration. Fur- 
thermore, when topical application is used, allowance 
must be made for the greater ease of absorption from 
the mucous membranes. The total quantity, therefore, 
should be considerably less than that used for infiltra- 
tion. Carabelli * has obtained adequate anesthesia with 
a (0.25% solution of tetracaine. He suggests a maximum 
limit of 20 mg. applied in fractional doses. Rubin and 
Kully * suggest 50 mg. as the upper limit. This must be 
applied in fractions over a period of 15 to 20 minutes. 
Wiesel and Tella,'” using quantities not exceeding 40 
mg. for 1,000 endoscopic procedures, noted 19 re- 
actions. Seven of these were convulsive. The re- 
mainder were classified as “mild circulatory.” There 
were no fatalities. It is obvious, then, that quantities 
of 180 to 200 mg., which were associated with death, 
were excessive. 

Treatment of Reactions 


In the event a serious reaction occurs, one is faced 
with the problem of respiratory failure and asystole. 
If cardiac arrest is suspected, immediate opening of 
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the thorax and cardiac massage is indicated. If the 
heart has not stopped but the blood pressure is un- 
obtainable, vasopressors such as ephedrine, metham- 
phetamine (Desoxyephedrine), or methoxamine or 
other similar drugs should be administered intraven- 
ously. Artificial respiration must be instituted immedi- 
ately and maintained throughout the period of apnea. 
Obviously one should not undertake the topical ad- 
ministration of local anesthetics where it is not possi- 
ble to immediately institute resuscitative measures. 


Summary and Conclusions 


Fatalities and untoward reactions occur more fre- 
quently when local anesthetics are used topically than 
when they are administered by other routes. Rapid 
absorption has been presumed as the cause, but data 
in support of this contention have not been available. 
Studies of blood levels of tetracaine indicate that this 
occurs and at a more rapid rate than has been sup- 
posed. A quantity of drug that results in no detectable 
blood level when infiltrated subcutaneously gives 
levels when applied topically that are equal to one- 
third to one-half of those after intravenous injection. 
The untoward responses are due to the rapid passage 
of the drug from the site of application into the sys- 
temic circulation. The absorption from mucous mem- 
brane is far more rapid than clinicians have realized 
and simulates intravenous administration. Study of 
the fatalities that have occurred indicates that the 
cause of death is overdosage from rapid absorption. 
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The high incidence of cerebral vascular disease in 
the United States confronts physicians with a vital 
problem. In addition to being the third highest cause 
of death in this country, cerebral vascular disease is 
attended by a high degree of morbidity. In 1952, it 
was estimated that 170,000 persons died from this 
type of disease. At that same time it was estimated 
that there were 1,800,000 survivors from previous 
years, each with residuals of varying degree. Of those 
who died, 44,000 were in the productive age group 
25-65.' The scope of this problem indicates the need 
for intensified, adequate research pertaining to the 
causes and treatment of this type of disease. 

In spite of much research, no truly effective means 
of treating cerebral vascular disease has yet been dis- 
covered. Many of the articles refer to supportive care 
as being the only treatment available; certainly in 
cerebral hemorrhage the mortality figures attest to the 
inadequacy of this form of treatment.* With cerebral 
infarction, however, there is more hope and there are 
interesting theoretical possibilities for treatment. Cere- 
bral infarction can occur secondary to an embolus or 
thrombus, but in over 60% of the brains showing in- 
farction no embolus or thrombus could be found.’ 
This observation has given rise to several stimulating 
theories as to the cause of the infarctions. Among the 
proposed causes has been arterial spasm,’ producing 
changes in blood flow and blood pressure, relative 
ischemia, and tissue destruction.‘ Even in infarction 
due to emboli or thrombi, dissolution and fragmenta- 
tion of the emboli and thrombi could occur as part 
of the general process. 

Regardless of the mechanism at the onset, it is prob- 
able that there first occurs an area of necrosis in the 
area completely dependent on the occluded vessel 
and, surrounding this, an area of tissue reaction char- 
acterized by ischemia and edema. This secondary area 
gradually becomes necrotic, with development of 
further tissue reaction; in this manner the infarction 
may theoretically propagate itself. If the blood flow to 
this ischemic area could be increased or the surround- 
ing tissue reaction decreased, ultimate recovery of the 
area might be possible. There would be more prompt 
recovery and fewer residuals. In addition, the mor- 
tality would be lowered by shortening the critical 
phase associated with the secondary infections that 
frequently follow bed rest in older patients. 
Attempts at therapy have been multiple. Use of 
bilateral stellate ganglion blocks has been both widely 
supported and condemned.’ Its value has not been 
supported by results in an adequately controlled series 
of cases. Several agents, such as papaverine, carbon 
dioxide, and procaine hydrochloride,’ raised false 
hopes, which were shattered when their use was evalu- 
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EVALUATION OF CORTISONE IN THE TREATMENT OF CEREBRAL INFARCTION 
Mark Dyken, M.D. 


Philip T. White, M.D., Indianapolis 


* Thirty-six patients brought to a hospital with symp- 
toms of cerebral infarction were classified as to the 
severity of the condition and divided into two groups 
comparable as to severity, age, blood pressure, and . 
other essential criteria. Both groups received the 
usual supportive care. The test group of 17 patients 
received, in addition, 300 mg. of cortisone and 3 
gm. of potassium chloride daily with a low-salt 
diet. The cortisone was given in divided doses, and 
the dosage was reduced after the second day. The 
contra-test group of 19 patients received a placebo. 
There were 13 deaths in the cortisone and 10 in the 
placebo group. The difference, though small enough 
to have arisen by chance, discouraged further use of 
cortisone in this situation. The classification accord- 
ing to severity was found to have prognostic value, 
and an impressive number of patients were seen who 
could not be admitted to either group because their 
symptoms cleared up spontaneously within a few 
hours. Cortisone must not be used indiscriminately. 
Its unfavorable effects in this series of patients oc- 
curred despite observance of known contraindica- 
tions. Emphasis in cases of cerebral infarction should 
be on general supportive treatment. 


ated in larger controlled series. At the present time, 
preventive therapy with anticoagulants appears to be 
of some value in specific types of cerebral vascular 
disease; at least the anticoagulant drugs promise to 
prevent the development of new symptoms and signs.’ 

In a recent report, cortisone was described as re- 
markably decreasing morbidity, mortality, and the 
estimated ultimate deficit in acute cerebral infarction.” 
Because of the potential dangers and complications 
associated with the use of cortisone, it was thought 
desirable to attempt a further evaluation of this drug 
under controlled conditions. 


Method of Study 


In general, the method used was to admit all pa- 
tients to the neurological service as soon as possible 
after the onset of symptoms. At that time they were 
placed in groups according to the severity of the dis- 
ease, the degree of severity being determined by 
various factors (table 1). The index to severity was 
established by previous: personal observations and 
other observations in the literature.” After being as- 
signed to severity groups, the patients were alternately 
treated within each severity group either with corti- 
sone or with placebo. In addition, at all times during 
this series one of us (P. T. W.) checked on the evalu- 
ation of the severity of the patient's condition and on 
the ultimate progress of the case, without having 
knowledge at any time as to the drug the patient was 
receiving. The steps followed in evaluation and treat- 
ment are discussed in more detail below. 
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Table 2 compares the 19 patients given placebo 
with the 17 patients given cortisone, listing the factors 
that helped us classify their condition as to severity. 
It can be seen that the groups compare favorably, 
permitting a more accurate evaluation of the efficacy 
of cortisone. 

Examination.—All patients were admitted to the 
neurological service and examined within 24 hours 
after onset of their symptoms. All had objective signs 


TasLe 1.—Severity Values Assigned Various Factors in Group- 
ing Patients with Cerebral Infarctions 


Severity Values* 
Symptoms 
and Signs 1 2 3 4 
Age Over 70 Over 8 
Concomitant Moderately 
disease Present Moderate severe Severe 
Blood pressure 
Systolic 190+ 
Diastolic 110+ 120+ 
Onset Gradual Sudden 
(over a (over a 
period of period of 
3-6 hr.) 3 hr. 
or less) 
Respiration Kussmaul Cheyne- 
Stokes 
Level of Obtunded Disoriented Responsive No response 
consciousness but but to pain to any 
oriented responsive only stimulus 
Cause of Thrombus Embolus 


infaretion 


* Severity values were totaled and the patients placed in severity groups 
as follows: 20+, group 4; 10-20, group 3; 5-10, group 2; 1-5, group 1. 


of neurological disease, the signs varying according to 
the site of infarction. The initial evaluation included 
a complete history from the patient and/or relatives 
and friends, physical and neurological examinations, 
and x-rays of the chest and skull, as well as laboratory 
studies, including spinal fluid analysis, blood cell 
count, determination of blood urea nitrogen and blood 
sugar levels, urinalysis, and serologic tests. 
Treatment._Immediately after examination, the 
patients were assigned to a severity group and, al- 
ternately within each severity group, treated either 
with cortisone or with placebo. Periodically there- 
after the efficacy of therapy was thoroughly reevalu- 


- ated. At first an elaborate system of physical grading 


of recovery was devised, but, as the experiment pro- 
gressed, it became obvious that the most important 
point in evaluation was whether the patient lived or 
died. 

None of the patients was started on placebo or 
cortisone therapy until 24 hours had passed from the 
time of the initial onset of symptoms and signs. It 
was mandatory that this be done in order to exclude 
from the series patients exhibiting transitory neuro- 
logical signs due to temporary localized cerebral 
ischemia or spasm.” Many patients were brought un- 
attended to the hospital in a comatose or semicomatose 
state, with neurological signs simulating an acute 
cerebral infarction. However, these patients often 
rapidly recovered, and the subsequently available 
history indicated that they were subject to focal motor 
seizures as a result of previous cerebral disease and 
that the seizures were followed by a Todd paralysis. 

Since none of the patients realized what the other 
patients were receiving or what the drug looked like, 
no attempt was made to disguise the placebo so that 
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it would look like cortisone. However, the placebo 
and cortisone were administered in a similar way. 
The patients on cortisone therapy received 300 mg. 
in divided doses the first two days of treatment. The 
dosage was then gradually decreased until in 21 days 
the patient was receiving a total of 50 mg. a day. At 
this time the drug was withdrawn. While on therapy 
with cortisone, the patients were also given 3 gm. 
of potassium chloride daily and a low-salt diet, as 
was recommended by Russek, Russek, and Zohman.* 

Routine Care.—Routine symptomatic care was 
standardized for all patients and varied only to meet 
special needs and problems as they arose. The pa- 
tient was turned every two hours as long as he was 
unable to move spontaneously. Penicillin was given 
prophylactically to all patients in severity groups 3 
and 4 (table 1) or to any who were semicomatose. 
This was designed to prevent the secondary infections 
so frequently encountered in the older patient con- 
fined to bed. Aspiration was carried out as frequently 
as necessary. To keep a clear airway, when the patient 
was in a resting position he was placed with his 
head elevated and slightly to one side. An indwelling 
catheter was used for all incontinent patients, and 
the proper steps were followed to maintain urinary 
asepsis. Bedding was changed whenever necessary. 


TABLE 2.—Comparison —{ Severity Factors in Nineteen Patients 
Given Placebo and Seventeen Given Cortisone 


Patients Given Patients Given 


Severity Factors Placebo Cortisone 

Age, yr. 

49 42 

94 

71 
Blood pressure, mm. Hg 

Concomitant disease 

3 

Present-minimal ........... 4 

MOGOratesy 5 

Onset (over period of) 

7 

4 

Respiration 

No marked abnormality .............. 15 

1 

3 
Level of consciousness 

2 

Obtunded but oriented ................ 5 

Disoriented but responsive ............ 8 

Responsive only to pain ............ 4 

No response to any stimulus ......... 0 
Cause 

17 

2 


* Undefined cause of cerebral infarction that is not due to an embolus 
and is generally conceived to be due to a thrombus. 


The pulse and respiration rates and blood pressure 
and temperature levels were recorded at short inter- 
vals while the patient was critically ill or until such 
time as the signs of the disease became stabilized. 
This was done in an attempt to help recognize second- 
ary complications and to detect other neurological 
conditions posing as cerebral vascular disease. 
Sodium-free fluids were given intravenously the first 
24 to 48 hours to bring about or to maintain hydration 
whenever indicated. The amounts of fluids given were 
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determined individually. If after 48 hours the patient 
was still unable to take oral feedings, feedings through 
a Levin tube were substituted, with proper precautions 
and care to prevent electrolyte imbalance, regurgi- 
tation, and aspiration. The patients were started on a 
regimen of physical therapy and, wherever possible, 
occupational therapy within 24 hours of the onset of 
their illness. This consisted of both active and passive 
exercises if the patient was conscious and of passive 
manipulations at the bedside if the patient was 
comatose. 


Results of Treatment 


The first eight patients receiving cortisone died be- 
fore the end of the 21-day period of therapy. All 
patients with suspected contraindications to treat- 
ment with cortisone were checked by medical con- 
sultation before they were accepted as suitable for 
this study; therefore, possible contraindications could 
not account for the high mortality. Although first 
results were in the direction of higher mortality with 
cortisone, they were not statistically significant and 
conceivably could have occurred by chance. When 
there were only 4 survivors among the 17 patients in 
the group receiving cortisone and 9 survivors among 
the 19 patients in the control group, the significance 
of the difference between the groups was again de- 
termined. The chi-square test, applied with Yates’ 
correction because of the small groups, indicated that 
the results (intergroup differences this large) would 
be obtained by chance 20 to 30% of the time. 

Prior to the beginning of this study, 23 patients 
with cerebral infarction had been seen who received 
essentially the same diagnostic evaluation and treat- 
ment as the patients in the group given placebo in 
this series. Thus we were able to extend our control 
group to a total of 42, with mortality in 23, a rate of 
55%. Thirteen of 17 patients died in the group treated 
with cortisone, making a rate of 76% (table 3). A chi- 
square test comparing the groups again failed to give 
a statistically significant result (p=0.2 to 0.3). While a 
higher mortality rate occurred in the group treated 
with cortisone than in the control group, our results 
do not indicate unequivocally that one method of 
treatment yields more favorable results than the other. 
The trend of our data is in the direction of less fa- 
vorable results with cortisone. If the number of pa- 
tients given therapy with cortisone were increased, 
this trend might be established as a fact. However, 
we felt morally obligated not to subject more pa- 
tients to possible risk in an effort to establish this fact, 
particularly since our results clearly indicated no 
possible advantage of treatment with cortisone. It 
should be noted also that treatment of cerebral vas- 
cular disease with cortisone could be harmful if used 
indiscriminately or in patients with other contraindi- 
cating medical cond:tions. 

We did feel that calculating a severity index was 
helpful in establishing the prognosis for the individual 
case. As could be anticipated, those classed in the 
lesser severity groups had a better chance for survival. 
Groups 1 and 2 each showed 50% mortality; group 3, 
61%; and group 4, 100%. 
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During this series, autopsies were conducted on 50% 
of the patients who died, and in each instance the 
clinical diagnosis was confirmed. It should also be 
noted that we saw numerous patients brought into the 
emergency ward of the hospital by ambulance whose 
neurological signs rapidly disappeared, sometimes 
during the short duration of the ambulance trip itself. 
In addition, we admitted three patients with obvious 
neurological deficits who became completely free of 
sigas within 24 hours after the onset of the condition. 
This served to confirm our impression that, if such 
signs were not recognized as transient and not due to 
cerebral infarction, inclusion of such cases in a re- 
search treatment program could well produce mis- 
leading conceptions. 


Summary 


An attempt was made to evaluate cortisone as a 
possible useful drug in the therapy of acute cerebral 
infarctions. Patients were classified according to the 
severity of their condition and were alternately treated 
within each group either with cortisone or with 


TaBLeE 3.—Comparison of Mortality and Morbidity in Patients 
with Cerebral Infarction in the Control Group and in the Group 
Given Cortisone 


Group Given 


Condition and Outcome Control Group Cortisone 


Infarction without embolus 


Improved remarkably 4 2 
Improved minimally 5 2 
Infaretion with embolus 
2 2 
2 2 
Total of all infarcts 
10 13 
Improved remarkably 4 2 
Improved minimally 5 2 


Control series enlarged 


42 
19 


placebo. Although the series was small, it demon- 
strated that cortisone was of no benefit to the patients 
with cerebral vascular disease seen in a general hos- 
pital population. There was a trend indicating that 
cortisone may be a dangerous drug to use in cerebral 
vascular disease. Cortisone cannot be used indiscrim- 
inately, and one must be alert to the usual con- 
traindications to its use. The importance of adequate 
supportive care for patients with cerebral vascular 
disease cannot be overstressed. It was of value to 
group the patients according to the severity of their 
condition, inasmuch as it helped to establish an ac- 
curate prognosis. Several patients were seen whose 
symptoms were transitory, clearing spontaneously 
over a period of hours. If these patients were to be 
included in a treatment program, it would result in 
misleading statistics. 


1100 W. Michigan St. (7) (Dr. White ). 
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CLINICAL NOTES 


SEVERE CITRATE INTOXICATION DURING CARDIOVASCULAR SURGERY 


Theodore F. Hubbard, M.D. 
Delbert D. Neis, M.D. 


and 


John L. Barmore, M.D., Omaha 


Over the past years a number of authors have called 
attention to the potential dangers of a decrease in the 
ionized calcium level in blood of recipients of large 
volumes of citrated blood. Citrate intoxication has be- 
come a common problem during replacement of a 
large volume of blood in exchange transfusions, in the 
more aggressive management of various types of hem- 
orrhage, and during cardiovascular surgery. A progres- 
sive fall of the ionized calcium level in the blood may 
cause tetany, prolongation of the Q-T interval and S-T 
segment of the electrocardiogram, prolongation of me- 
chanical ventricular systole, hypotension unresponsive 
to further infusions of citrated blood, and finally 
cardiac arrest. Citrate intoxication may rarely be re- 
sponsible for some impairment of the coagulation 
mechanism. ' 

The clinical warning signs of muscle tremors and 
tetany are usually absent in patients in deep shock or 
in surgical anesthesia, and, since there is no readily 
available laboratory procedure for the determination 
of the ionized calcium level of blood, the electrocardio- 
gram usually provides the most useful indication of 
the development of citrate intoxication. In the case 
reported, rather extreme electrocardiographic and 
hemodynamic changes developed due to citrate in- 
toxication in a patient with the tetralogy of Fallot 
undergoing an infundibular resection. Since during 
such procedures we routinely monitor the electro- 
cardiogram and record right ventricular and pulmo- 
nary artery pressures, a fortuitous delay in obtaining 
calcium for administration allowed observations on 
these and other physiological variables during de- 
velopment and restitution of advanced citrate intoxi- 
cation. 


From the Bishop Clarkson Memorial Hospital and the College of Medi- 
cine, University of Nebraska. 


Report of a Case 


A 24-year-old woman had been moderately cyanotic since 
birth. In recent years there had been progression of cyanosis and 
increasing dyspnea on exertion. Cardiac catheterization and other 
studies confirmed the clinical diagnosis of tetralogy of Fallot. 
The resting arterial oxygen saturation was 62% and the hemo- 
globin level equal to 22 gm. per 100 cc. 

On April 3, 1956, an infundibular resection was carried out 
through a purse-string incision in the anterior portion of the 
right ventricle. At the start of the procedure the systemic blood 
pressure was 98/65 mm. Hg; the right ventricular pressure, 
110/5 mm. Hg; the duration of right ventricular systole, 0.36 
sec.; and the corrected Q-T interval of the electrocardiogram 
(Q-T. = Q-T/VR-R), 0.46 sec. (see figure, A). Blood was infused 
under pressure according to the estimated amount of blood lost at 
cardiotomy, and over the course of the first 15 minutes of the in- 
fundibular resection the blood losses amounted to about 500 cc. 
(see figure, B). Over the next few minutes an additional 250 cc. 
of blood was administered and definite prolongation of Q-T. be- 
came apparent but was disregarded because of the small amount 
of blood that had been transfused to that point (see figure, C). 
With continued administration of blood, definite evidence of ci- 
trate intoxication became apparent with further prolongation of 
Q-T., a fall in right ventricular systolic pressure, and a drop in 
systemic arterial pressure to 50 mm. Hg systolic. Technical delay 
in administering the calcium allowed further observations of 
electrocardiographic changes as the infusion of blood was con- 
tinued. Notwithstanding an increased rate of infusion of blood, 
the systemic arterial pressure became unobtainable and there was 
further prolongation of Q-T., with development of broadening 
and change in the contour of QRS and depression of the S-T seg- 
ment (see figure, E and F). The duration of right ventricular 
systole was increased from 0.36 sec. at the start of the procedure 
to 0.49 sec. just prior to the administration of calcium. There was 
a period of cardiac arrest lasting for four or five cycles, with re- 
sumption of contractions after three or four cycles of massage. At 
this point, 4 cc. of a 10% solution of calcium chloride was injected 
directly into the cavity of the right ventricle; within three minutes 
the systemic pressure had risei to 80/60 mm. Hg and Q-T. 
had shortened from 0.71 sec. to 0.54 sec. (see figure, G). An 
additional 5 cc. of 10% calcium chloride solution was given intra- 
venously, and within 10 minutes the systemic blood pressure 
had risen to 110/85 mm. Hg and the electrocardiogram had re- 
turned essentially to the configuration obtained at the initia- 
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tion of the procedure (see figure, H). Approximately 1,500 cc. 
of citrated blood was administered from the start of the proced- 
ure until the time the calcium chloride was administered; the 
last 1,000 cc. was infused over approximately 15 minutes (each 
unit of blood consisting of 440 cc. of donor blood and 110 cc. of 
anticoagulant acid-citrate-dextrose solution B). The patient's 
postoperative course was uncomplicated. 


f 
NA " 


Electrocardiographic studies of 24-year-old woman. A, lead 3 of elec- 
trocardiogram and right ventricular pressure wave at start of infundibular 
resection. Q-T, = 0.46 sec., systemic arterial pressure = 98/65 mm, Hg, 
right ventricular pressure = 110/5 mm. Hg, and duration of right ventric- 
ular systole = 0.36 sec. B, 15 minutes after start of resection, 500 cc. of 
citrated blood had been administered. Q-T,, = 0.5 sec., systemic pressure = 
90/60 mm. Hg, right ventricular pressure = 80/5 mm. Hg, and duration 
of right ventricular systole = 0.42 sec. C, after an additional 250 cc. of 
citrated blood, Q-T,, = 0.6 sec., systemic pressure = 85/60 mm. Hg, right 
ventricular pressure = 60/5 mm. Hg, and duration of right ventricular 
systole = 0.42 sec. D, after an additional 350 cc. of citrated blood, 
Q-T,, = 0.66 sec., systemic systolic pressure = 50 mm. Hg, right ventricular 
pressure = 20/0 mm. Hg, and the duration of right ventricular systole = 
0.49 sec. E, after an additional 200 cc. of citrated blood, Q-T, = 0.67 sec.; 
there is notching of QRS and depression of the S-T segment. The systemic 
blood pressure was unobtainable. F, after another 200 cc. of citrated blood, 
Q-T, = 0.71 sec., a broad § wave has developed, QRS has been prolonged 
to 0.1 sec., and there is further depression of S-T. G, 3 minutes after 
intracardiac injection of 400 mg. of calcium chloride, Q-T, = 0.54 sec. 
H, 15 minutes after intravenous injection of an additional 500 mg. of 
calcium chloride intravenously, Q-T, = 0.47 sec. and electrocardiogram 
shows little difference from A. 
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Comment 


Recent clinical and laboratory studies have indicated 
renewed interest in the problem of citrate intoxica- 
tion and awareness of its increasing incidence. Bunker 
and associates ' have recently presented clinical studies 
of several aspects of citrate intoxication. Furman and 
associates * and Gustafson * have presented studies of 
the electrocardiogram during exchange transfusions 
in erythroblastotic infants. Cookson and associates * 
have indicated the hazards of citrated blood during 
cardiac surgery and hypothermia. In the case herein 
reported approximately one-third of the patient's blood 
volume was replaced by citrated blood in a period 
of about 30 minutes. The electrocardiographic changes 
in this case were more marked than have usually 
been reported. They included a progressive increase 
in Q-T.. from 0.46 sec to 0.71 sec. There was depres- 
sion of the S-T segment, with some increase in the 
amplitude of the T waves. At the height of the changes 
there was delay in interventricular conduction with 
change in the form of the QRS complexes. There 
was a progressive fall in the systemic arterial pres- 
sure and the systolic pressure in the right ventricle 
that was unresponsive to further infusion of citrated 
blood. Just prior to the calcium injection the heart 
began to dilate, the rate slowed, and there was sinus 
arrest for several cycles. With dilatation of the heart, 
there was further drop in the systolic pressure in the 
right ventricle and prolongation of mechanical systole, 
but, in spite of the feeble contractions, the end dias- 
tolic pressure in the right ventricle did not rise. All 
these changes were completely reversed within a few 
minutes after the injection of rather small amounts 
of calcium chloride. 

Summary 


Rather extreme cardiovascular changes occurred due 
to citrate intoxication in a young woman with the 
tetralogy of Fallot undergoing an infundibular resec- 
tion. All changes were promptly reversed by the ad- 
ministration of small amounts of calcium chloride. 


737 Medical Arts Bldg. (Dr. Hubbard ). 
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Atherosclerosis.—The lipoproteins in the bloodstream constitute an entire spectrum of molecules, varying in 
size and density from the giant chylomicra—in which form alimentary neutral fat is carried in the thoracic 
duct—down to the smallest high-density particles. Gofman and his coworkers believe that the sequence of 
lipoprotein molecules represents a chain in which metabolic interconversions are going on in the blood. The 
largest particles are composed predominantly of neutral fat, and this component diminishes with decrease in 
particle size. Following the injection of heparin, lipemia clearing can be demonstrated and ultracentrifugal 
analysis reveals a decrease in the larger low-density lipoproteins. The total amount of circulating fat is re- 
duced. Since heparin is normally present in the bloodstream, and the lipemia clearing process has been 
demonstrated in human plasma without prior injection of heparin, this mechanism is probably physiologic. It 
is involved in the transport and disposal of absorbed alimentary neutral fat. Failure or deficiency of the 
process might well be of fundamental significance in the accumulation of excessive quantities of low-density 
or beta lipoproteins in the circulating blood. Thus a heparin deficiency has been suggested by various work- 
ers as a possible etiologic factor in serum lipid metabolic defects.-H. Engelberg, M.D., The Prophylactic 
Management of Coronary Atherosclerosis, Geriatrics, June, 1956. 
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CURRENT STATUS OF THERAPY IN SYPHILIS 
Evan W. Thomas, M.D., Albany, N. Y. 


The therapeutic agent of choice for all types of 
syphilis is penicillin, unless a patient is sensitive to 
penicillin, in which case other antibiotics may be used. 
The Treponema pallidum is extraordinarily sensitive 
to penicillin. No proved penicillin-resistant strains of 
the organism have been found. As a rule, relatively 
low blood concentrations of penicillin, sustained for 
7 to 10 days in early and latent syphilis and for 10 to 
20 days in late symptomatic cases, are sufficient to 
cure or permanently arrest the infection. Rarely, a pa- 
tient may require more intensive treatment with prepa- 
rations that provide higher blood concentrations of 
penicillin sustained over a longer period than is needed 
for the great majority of patients. Reasons for this are 
obscure, but it is possible that in rare cases penicillin 
is absorbed poorly from muscle depots. Whether or 
not this is true, increasing the total dosage of penicil- 
lin for the treatment of syphilis in relatively large 
series of patients beyond the amount found to be ef- 
fective in the great majority of cases has not signifi- 
cantly lowered the number of patients who had to be 
re-treated. Consequently, in the routine treatment of 
syphilis, there seems to be little reason to exceed 
total dosages of penicillin that have proved to be 
adequate in 85 to 95% of cases. 

The treatment schedules advised in this article are 
minimal. They are based on experience with relatively 
large series of cases that have been followed up for at 
least two or more years after therapy. It must be 
recognized, however, that by far the largest series of 
patients with such a follow-up were treated with peni- 
cillin preparations that preceded benzathine penicillin 
G (Bicillin; Permapen). The advantages of this new 
preparation are so great that it cannot be omitted from 
any discussion of modern antisyphilitic therapy. De- 
spite the relatively meager data on prolonged follow- 
up of patients treated with this very slowly absorbed 
preparation, it promises to supersede other types of 
penicillin in the treatment of syphilis. A single treat- 
ment with 2,400,000 units of benzathine penicillin G 
provides demonstrable blood concentrations of peni- 
cillin for at least 15 days. Because of the slow absorp- 
tion, blood levels of penicillin are low but sufficiently 
high tor the treatment of most cases of syphilis, with 
the possible exception of relapses and infections of 
the cardiovascular and central nervous systems. 


Venereal Disease Consultant, New York State Department of Health. 


Classification of Syphilis 


In outlining the treatment of syphilis, the disease 
can be classified into three main divisions: (1) early 
symptomatic syphilis, which includes the primary and 
secondary stages; (2) latent or asymptomatic syphilis 
diagnosed solely by serologic tests and history; and 
(3) late symptomatic syphilis. 

Latent syphilis has long been classified as early or 
late. Early latent syphilis is defined by some authori- 
ties as an infection of less than 2 years’ duration and 
by others as one of less than 4 years’ duration. Which 
definition is chosen depends upon how long one be- 
lieves the immunologic status of early syphilis lasts. 
Actually the duration of this status probably differs 
greatly in different individuals, and, for the purpose 
of treatment, there is no reason to believe that either 
early or late latent syphilis requires more or different 
therapy than does secondary syphilis. However, in 
evaluating the results of therapy, it has been found 
that early latent syphilis of less than one year’s dura- 
tion usually becomes seronegative after treatment 
much more rapidly than does latent syphilis of 
longer duration. 


Treatment Schedules for Primary and 
Secondary Syphilis 


A single treatment with 2,400,000 units of benza- 
thine penicillin G is advised for routine treatment of 
early symptomatic syphilis. This dosage is best given 
by an injection of 1,200,000 units (4 cc.) in each but- 
tock. A single injection of 4 cc. of a preparation con- 
taining 600,000 units per cubic centimeter can be 
given, but this concentrated suspension has caused 
incapacitating pain at the site of injection in some 
individuals. Smith and Shafer and co-workers of the 
U. S. Public Health Service have reported as good 
results with a single treatment of 2,400,000 units of 
benzathine penicillin G as with 4,800,000 units or more 
of procaine penicillin G in oil and aluminum mono- 
stearate given in divided doses over 7 to 21 days. 
Their findings are based on the follow-up of a series 
of 196 cases. 

If procaine penicillin G in oil and aluminum mono- 
stearate is used, the advised dosage is 4,800,000 units 
given in divided doses of 1,200,000 units at intervals of 
2 to 7 days. No advantage has been found in giving 
individual doses smaller than 1,200,000 units, and some 
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data suggest that better results have been obtained 
when injections were given at intervals of 2 to 4 days 
than at longer intervals. 


Evaluation of Treatment of Primary 
and Secondary Syphilis 


Quantitative serologic tests for syphilis are of great 
help in the follow-up of patients treated for early 
symptomatic syphilis. Seronegative primary cases mav 
become seropositive immediately after therapy, but 
the tests should again be negative within a month 
after successful therapy. Cases of primary or sec- 
ondary syphilis seropositive at the time of treatment 
should show definite drops in titers within 6 months 
after successful therapy. Complete seronegativity may 
not be obtained for a year or more, but as long as the 
drop in titers to low levels is maintained, re-treatment 
is unnecessary. Available data on large series of pa- 
tients indicate that 20% or more with secondary syphi- 
lis remain seropositive in low titers (positive in dilu- 
tions of 1 to 2 or less) for 1 to 5 years after successful 
treatment. 

Re-treatment is indicated when a rise of titers from 
previous levels occurs or when clinical relapse is 
evidenced by lesions of the skin or mucous membranes. 
In the absence of clinical relapse, a single rise in titers 
from previous levels should always be confirmed by 
repeated tests. When serologic titers are determined 
at weekly or monthly intervals, it is not unusual to 
find that increases in the titer of a single test are not 
sustained at subsequent tests. Relapse or reinfection 
is associated with rapid and marked increases in titers. 

As a rule, a reinfection requires no more treatment 
than an original infection, but a relapse should be 
treated more intensively with procaine penicillin G in 
oil and aluminum monostearate rather than with 
benzathine penicillin G because of the higher concen- 
trations of penicillin obtained with the former prepa- 
ration. 


Treatment Schedules for Latent Syphilis 


When diagnosis of latent syphilis is made, asympto- 
matic neurosyphilis should be ruled out by spinal 
fluid examination and cardiovascular syphilis by flu- 
oroscopic examination or teleroentgenography. No 
good evidence exists that latent syphilis, early or late, 
requires more treatment than does secondary syphilis; 
therefore, the treatment schedules advised for sec- 
ondary syphilis may be used for latent cases. 

When the diagnosis is doubtful, because of failure 
to obtain a spinal fluid examination or to rule out 
cardiovascular involvement, a single treatment with 
2,400,000 units of benzathine penicillin G would 
probably be effective for most patients with asympto- 
matic neurosyphilis; however, available data are in- 
sufficient to decide this question one way or the other. 
When in doubt, a total dosage of 6 million units of 
procaine penicillin G in oil and aluminum monostea- 
rate given in doses of 1,200,000 units at intervals of 2 
to 7 days should provide sufficient therapy for pa- 
tients with asymptomatic involvement of the central 
nervous or cardiovascular systems. 
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Evaluation of Treatment of Latent Syphilis 


A noticeable and relatively rapid decline in serologic 
titers during the first 6 months after successful treat- 
ment can be expected when early latent syphilis has 
been present for less than one year. When the infec- 
tion has been present for more than one year, pro- 
longed persistence of seropositivity is the rule. Rela- 
tively high titers usually decline within one year after 
treatment, but occasionally it is impossible to obtain 
low titers by any regimen of treatment. Persistence 
of positive serologic tests for syphilis for years after 
treatment of late latent or late symptomatic syphilis 
does not necessarily mean a continuation of the infec- 
tion. Treatment for the sole purpose of obtaining 
negative titers is usually futile. 

Indications for re-treatment are the development of 
symptoms attributed to syphilis or of sustained in- 
creases in serologic titers from previous levels. De- 
velopment of the latter must be determined with 
caution. Titers are determined by diluting the serum. 
They are usually reported as positive in undiluted 
serum or in dilutions of 1:2, 1:4, 1:8, 1:16, and so 
forth. The practice of doubling the dilution at each 
successive step may be disconcerting to the physician 
unless this is understood. A reported titer of positive 
in dilutions of 1:16 might be positive in dilutions of 
1:32 in a subsequent test without the increase being 
significant; a later test might again be reported as 
positive in dilutions of 1:16. To be significant, an 
increase in reported titers should be more than one 
step in the dilutions and the increase should be sus- 
tained for several months before re-treatment is given. 
In a prolonged follow-up of treated patients, it is not 
unusual for reported titers to fluctuate at times be- 
tween lower and higher levels. 


Treatment of Late Symptomatic Syphilis 


No data are as yet available on the follow-up of 
significantly large series of patients treated for late 
symptomatic syphilis with benzathine penicillin GC. 
If this preparation is used, it seems advisable to give 
at least three treatments of 2,400,000 units at intervals 
of no more than 7 days. The purpose of this treatment 
is to increase the concentration of penicillin within the 
body rather than to prolong the duration of treatment. 

Good results have been obtained in the treatment 
of neurosyphilis with procaine penicillin G in oil and 
aluminum monostearate. Serial spinal fluid examina- 
tions afford means, which are unavailable in cardio- 
vascular syphilis, of evaluating treatment of this com- 
plication. On the basis of spinal fluid examinations, 
total dosages of 6 to 10 million units of this form of 
penicillin are sufficient for over 90% of all types of 
neurosyphilis, including paralytic dementia and _ pri- 
mary optic atrophy. This does not mean that symptoms 
caused by irreversible changes in nervous structures 
can be relieved or that far-advanced cases of primary 
optic atrophy may not progress to blindness. The time 
to treat syphilis is before such advanced pathological 
changes have occurred. 

By analogy with neurosyphilis, treatment with 6 to 
10 million units of procaine penicillin G in oil and 
aluminum monostearate can be advised for all types 
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of late symptomatic syphilis. Individual doses, con- 
sisting of 1,200,000 units, may be given two or three 
times a week. 


Evaluation of Treatment of Late Symptomatic Syphilis 


As is true of late latent syphilis, treatment of late 
symptomatic syphilis is not followed in most patients 
by seronegativity within 10 or more years. Regardless 
of the kind, amount, and duration of therapy, 70% or 
more of large series of patients treated for late latent 
and late symptomatic syphilis have been seropositive 
10 years after treatment. 

Re-treatment is advised when titers increase signifi- 
cantly from previous levels and the increase is sus- 
tained for several months. Even in the absence of 
increased serologic titers, progression or relapse of 
symptoms and signs attributed to syphilis may be an 
indication for additional therapy, but it is by no 
means true that active syphilis is always the cause of 
such presumed progression. Causes other than syphilis 
may adversely affect tissues already severely injured 
by syphilis that has been inactivated by treatment. 

The best guide to the activity of neurosyphilis is 
serial spinal fluid examinations performed at 6-month 
intervals. Pleocytosis (lymphocytes and other mono- 
nuclear cells in the spinal fluid) in association with 
positive specific tests for syphilis in the spinal fluid 
indicate disease activity. After treatment, cell counts 
should be less than 4 per cubic millimeter within 6 
months to a year; high total protein content of the 
spinal fluid at the time of treatment should decline 
within a similar time, but the total protein determina- 
tions may not be within normal limits for a year or 
more. High titers of specific tests for syphilis in the 
spinal fluid at the time of treatment should show a 
decline within one year after treatment, but the tests 
generally do not become negative for years. Relapse 
of neurosyphilis is indicated by the reappearance of 
increased cell counts and frequently by increases in 
the total protein and in quantitative specific tests for 
syphilis in the spinal fluid. Titers of the blood sero- 
logic tests may or may not increase in the presence 
of relapsing neurosyphilis. 

Unfortunately, a word of caution regarding the re- 
ports of cell counts, total protein values, and colloidal 
gold tests of spinal fluid is necessary. Unless these 
tests are made with reasonable accuracy and consist- 
ency, the reports may be more confusing than helpful. 
In the absence of complete and reliable spinal fluid 
examinations for neurosyphilis, patients might well be 
spared the ordeal of repeated spinal punctures. On the 
basis of experience at Bellevue Hospital in New York 
City where spinal fluid examinations were made by 
specially trained personnel, 6 to 9 million units of 
penicillin, acting over 15 to 20 days, should inactivate 
neurosyphilis in over 90% of patients. 


Treatment of Syphilis in Pregnancy 


Syphilis in pregnant women requires no more or 
different therapy than in nonpregnant women. The 
question always arises as to whether the woman who 
has acquired syphilis should be treated in each suc- 
ceeding pregnancy. In general, available data indicate 
that this is unnecessary, provided the woman has re- 
ceived previous penicillin therapy with no subsequent 
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evidence of relapse or reinfection. When there is 
doubt about the adequacy of previous treatment, a 
single treatment with 2,400,000 units of benzathine 
penicillin G or four injections of 1,200,000 units of 
procaine penicillin G in oil and aluminum monostea- 
rate should be given during pregnancy. When syphilis 
is discovered very late in pregnancy, it is always ad- 
visable to treat it as soon as possible. Even when 
treatment is given only a few days before delivery, 
the fetus may benefit by the theripy as penicillin 
crosses the plicenta to the fetus. 


Treatment of Congenital Syphilis 


Congenital syphilis can be treated in the same way 
as acquired syphilis except that smaller doses should 
be used in children weighing under 32 kg. (70 lb.). 
Infants and children should receive total doses of 
75,000 to 100,000 units of penicillin per kilogram of 
weight. Procaine penicillin G in oil and aluminum 
monostearate in doses of 0.5 to 1 cc. (150,000 to 300,- 
000 units) may be injected every 2 to 4 days until 
the total dosage is completed. 


Substitutes for Penicillin 


Antibiotics other than penicillin may be used to 
treat syphilis in patients sensitive to penicillin. Oxy- 
tetracycline hydrochloride (Terramycin Hydrochlo- 
ride), chlortetracycline hydrochloride (Aureomycin 
Hydrochloride), chloramphenicol (Chloromycetin ), 
erythromycin (Erythromycin; [lotycin), erythromycin 
stearate (Erythrocin Stearate ), and carbomycin ( Mag- 
namycin) are effective antisyphilitic agents. Data on 
their use are limited, the greatest experience having 
been with the first two. Turner and Schaeffer have 
recently reported that, in the laboratory, T. pallidum 
is more sensitive to erythromycin and carbomycin than 
to any of the other antibiotics except penicillin. 

It is doubtful that minimal effective dosages of the 
antibiotics other than penicillin have been determined. 
From the available data, it appears that early and 
latent syphilis should be treated orally with at least 
3 to 4 gm. daily of oxytetracycline hydrochloride or 
chlortetracycline hydrochloride for 10 or 12 days. 
Individual doses of 0.75 to 1 gm. every 6 hours are 
advised. Late symptomatic syphilis, especially neuro- 
syphilis and cardiovascular syphilis, should be treated 
with similar doses for at least 15 days. The Mayo 
Clinic achieved excellent results in the treatment of 
neurosyphilis with 50 to 90 gm. of chlortetracycline 
hydrochloride. In giving such large doses, every effort 
must be made to avoid gastrointestinal symptoms; 
however, antibiotics should always be preferred to 
treatment with arsenicals and bismuth. Despite the 
lack of conclusive data on the use of carbomycin, 
treatment might well be tried with 2 to 3 gm. of this 
antibiotic given daily for periods previously suggested. 


Summary 


A single treatment with 2,400,000 units of benza- 
thine penicillin G can be used for the routine therapy 
of early and latent syphilis. If procaine penicillin G 
in oil and aluminum monostearate is used, routine 
therapy should consist of 4,800,000 units with individ- 
ual injections of 1,200,000 units every 2 to 7 days. 
Valid data on the effects of treating late symptomatic 
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syphilis, especially neurosyphilis and cardiovascular 
syphilis, with benzathine penicillin G are as yet un- 
available, but three treatments with 2,400,000 units, 
with no more than 7 days intervening between each 
treatment, have been recommended. Good results in 
the treatment of late symptomatic syphilis have been 
obtained with total doses of 6 to 10 million units of 
procaine penicillin G in oil and aluminum mono- 
stearate. Individual doses of 1,200,000 units should be 
given two or three times a week. Patients with syphilis 
who are sensitive to penicillin can be treated with 
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oxytetracycline hydrochloride, chlortetracycline hydro- 
chloride, erythromycin, or carbomycin. Available data 
are confined to the first two. Minimal schedules with 
oxytetracycline hydrochloride or chlortetracycline 
hydrochloride consist of 3 to 4 gm. daily given in 
divided doses of 0.75 to 1 gm. every 6 hours for 10 
to 12 days in early and latent syphilis and for at least 
15 days in neurosyphilis and cardiovascular syphilis. 
Preliminary reports suggest that carbomycin in daily 
doses of 2 to 3 gm., for the same periods as advised 
above, may be effective. 


COUNCIL ON FOODS AND NUTRITION 


Report to the Council 


The enrichment of flour and bread, recommended by the Food and Nutrition Board, 
National Research Council, and later recognized officially by the Federal Food and Drug Ad- 
ministration, follows certain policies that have long been advocated by the Council. In 1939, 
the Council announced that it would regard with favor the restorative addition of thiamine 
and certain other nutrients to white flour and bread. It therefore has been pleased to see the 
successful application of this policy in the rapidly extending use of enriched flour and en- 
riched bread. 

The following report is based on the remarks of Dr. Russell M. Wilder, a former member of 
the Council and the first chairman of the Food and Nutrition Board, at the dinner honoring Dr. 
R. R. Williams given by the American Institute of Baking at the Mayflower Hotel, Washington, 
D. C., April 23, 1956. The occasion recognized the 20th anniversary of the synthesis of thia- 
mine by Dr. Williams and the 15th anniversary of the initiation of the enrichment program. 
The Council is pleased to authorize publication of this report. 

L. Wuire, Sc.D., Secretary. 


A BRIEF HISTORY OF THE ENRICHMENT OF FLOUR AND BREAD 


Russell M. Wilder, M.D., Rochester, Minn. 


The practice of making white flour by the process of 
roller milling was introduced about 1870. Although the 
texture and color of the white flour produced by this 
method was a great improvement over the gray, coarse, 
stone-ground flour, the more refined white flour con- 
tained much less of the coatings of the wheat grain and 
thus less vitamins and minerals. As a result of this 
process of milling and other changes in the prepara- 
tion of our food, the amount of thiamine (vitamin B, ) 
and other so-called micronutrients was reduced in the 
American diet. From the first, there were critics of the 
roller-milling process, but after McCollum and Os- 
borne and Mendel revealed the importance to health 
of these vitamins in the later 1910's, the flour millers 
and commercial bakers were under constant fire from 
physicians and nutritionists. 

Reliable surveys of the nutritional condition of the 
people revealed that the average American diet of the 
1930's contained only one-third the amount of thia- 
mine as when stone-ground flour was the only flour 
available. This considerable reduction in the vitamin 
content of the diet and its deleterious effect on the 
public health led Dr. R. R. Williams of Bell Telephone 
Laboratories, New York, to say at a meeting of cereal 
chemists in New York City in 1939: 


Emeritus Member of the Mayo Clinic. 


All those are parts of the large problems which the carbohy- 
drate industries face, that of making their staple products more 
nearly equivalent in nutritive value to the whole seed . . . as it 
was consumed by primitive man. Whether this is to be done by 
additions of synthetic materials or by retention of the original 
nutritive components of the crude food-stuffs is a question for 
industry to decide. To blink at the scientific facts which will 
presently become common knowledge, will be suicidal for the 
commercial enterprises concerned. 


Actually, even before 1939 industry was attempting 
to find an answer to the need for nutritionally better 
flour and bread. It feared a return to the rough, gray 
flour of the past, diminished appeal of its products, 
and a further deceleration of the declining consump- 
tion of flour and bread. The persistent demand that 
all bread be made from wholewheat flour was of great 
concern to industry, knowing as it did that less than 
3% of the buyers had ever found whole-wheat bread 
acceptable. Serious thought was being given to 
restitution to white flour of certain fractions removed 
in milling wheat. Attention was directed to the 
possibility of returning to the flour the delicate 
layer of skin of the covering of the wheat seed, 
the aleurone layer. This layer lies between the 
bran and the starchy interior of the seed and contains 
the major portion of the vitamins about which the nu- 
tritionists were concerned. In 1936 the synthesis of 
thiamine by R. R. Williams and J. K. Cline occurred, 
and it soon became commercially available. 
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This was the situation in March, 1939, when the 
Council on Foods and Nutrition of the American 
Medical Association encouraged, with some qualifica- 
tions, fortification of certain staple foods with vita- 
mins and minerals, specifically the restorative addi- 
tions of thiamine, niacin, riboflavin, iron, and calcium 
to white flour and white bread. Three events in the 


TABLE 1.—Levels of Enrichment for Varieties of Flour 


Mg./Lb 

Minimum Maximum 


1,000 U.S.P. Units 


* Required in self-rising flour, minimum, 500 mg., maximum, 1,500 mg. per 
Ib. Optional in all enriched flours except self-rising. 
t Optional. 


summer of 1940 quickened developments. First, the 
British government proposed to fortify flour with 
synthetic thiamine. Second, the recently appointed 
committee on medicine of the National Research 
Council advised reinforcement with thiamine of all 
white flour purchased for our military forces. Third, 
the Federal Food and Drug Administration scheduled 
public hearings to consider a standard of identity for 
flour. The recommendation of the committee on 
medicine was based on that of one of its subcom- 
mittees, which also had expressed itself on the need 
for a reinforced flour for the civilian population. The 
action of the Food and Drug Administration was in 
compliance with the new Food, Drug and Cosmetic 
Act, a law designed to strengthen the earlier food 
and drug law by setting standards for commodities. 
The procedure was, and is, to publish a proposed 
definition of a product and then to hold a public 
hearing to provide the opportunity for those opposed 
to the proposal to make known their objections. 

The proposal that was issued defined white flour 
as that flour which was in common use. This proposal, 
if adopted, would have closed the door to the im- 
provements recommended by the committees. Phy- 
sicians and scientists on those committees were dis- 
turbed, as were certain millers and bakers interested 
in and experimenting with the procedure recom- 
mended by the American Medical Association. 
Surgeon General Thomas Parran of the United States 
Public Health Service had been aroused by recently 
completed food-consumption surveys, particularly 
those of the Stiebeling-Phipard study from the Depart- 
ment of Agriculture. He and Dr. M. L. Wilson, director 
of the extension service, Department of Agriculture, 
who had recently been chosen to lead a_ nutrition 
committee within the government, were convinced 
that improvement of bread was basic to the effort 
demanded at that time to improve the nutrition of 
the people in the interest of national defense. 

These hearings on flour were well attended. Many 
people wanted something done, but no agreement 
could be reached. Then the leaders of the industries 
involved met with the scientists concerned several 
times, and harmony of opinion was obtained for pres- 
entation when the hearings were resumed. 

The Food and Nutrition Board was established as 
a part of the National Research Council to provide 
scientific guidince for the national nutrition program. 
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It first assembled one week after the hearings on 
flour had been closed but before decisions had been 
reached. At this meeting the board endorsed the 
recommendations respecting flour that had been sub- 
mitted to the Food and Drug Administration, and a 
committee on cereals was appointed to develop re- 
lated standards for white bread. The American 
Bakers’ Association and the American Institute of 
Baking assisted in the preparation of these standards. 
Finally, in March, 1941, at a meeting in Chicago to 
which all members of the baking and milling indus- 
tries had been invited, and also at the National Nu- 
trition Conference for Defense held in Washington 
in May, 1941, general endorsement of the enrichment 
program was obtained. 
Tables 1 and 2 give the levels of enrichment for 
flour and bread, as finally stipulated in orders of the 
Federal Food and Drug Administration. 
The levels set for bread are so related to those for 
flour that bread made from enriched flour will meet 
them. In actual practice the commercial baker fre- 
quently adds the enriching ingredients while making 

the dough. 
Progress 


Within a year, nearly all the large commercial 
bakers and major millers were voluntary enrich- 
ing their white bread and family flour by adding 
thiamine, niacin, and iron. Preparations were being 
made to add riboflavin as soon as it could be made 
available. To promote the acceptance of these products 
by the public, pamphlets and posters were distributed 
by the millions; a major radio program entitled 
“Listen, America” was developed, and extensive ad- 
vertising was conducted in newspapers and maga- 
zines, Assistance and encouragement came from many 
other quarters; the enrichment of flour and bread was 
endorsed by almost all professional organizations 
concerned in any way with public health. Orders 
issued by the Army and Navy made enrichment 
mandatory for flour that was purchased for their 
use. Promotion was extended by the nutrition councils 
of almost all the states, by the extension services of 
the federal and state governments, and by innumer- 
able individuals, including physicians, dietitians, and 
home economists. Occasional but unimportant ob- 
jections were raised to this program. 


Taste 2.—Levels of Enrichment for Bread 


Minimum Maximum 


* Optional. 


In January, 1943, the first order issued by the newly 
created War Food Administration included a require- 
ment that all baker’s white bread be enriched. The 
war powers of the president ended with Japan's 
surrender, but in the meantime legislative action had 
been started at state levels. The legislature of South 
Carolina, on the urging of Dr. E. J. Lease and the 
state’s nutrition council, was the first to take such 
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action; the trend continued until 27 of the 48 states, 
as well as Puerto Rico and Hawaii, now have such 
legislation. 

As a result of the personal efforts of Dr. Williams, 
the enrichment movement spread to other lands. Since 
more than three-fourths of the food calories in many 
countries come from cereals, the need for enrich- 
ment is even greater than in the United States. In the 
Orient, rice predominates in the diet, and it is also 
milled to whiteness. The preference of most con- 
sumers for white rice is insurmountable, and in torrid 
climates brown rice becomes rancid and _ infested 
quickly. Enrichment solves these problems, but the 
costs involved, small as they are, become significant 
in impoverished populations. 

Enrichment of white flour was made compulsory in 
Newfoundland in 1944. The local government was so 
impressed with the benefits that continuation of the 
program was made a condition of annexation to 
Canada in 1949. Enrichment was prohibited in Canada 
at that time, but in 1953 the practice became permis- 
sible. The occasion was celebrated by a series of con- 
ferences across the Dominion. At the first of these, 
in Toronto, Dr. James McGrath, of the Ministry of 
Health of Newfoundland, made this comment: “Flour 
enrichment is still compulsory in Newfoundland. It 
is now permissible on a voluntary basis for the rest of 
Canada. . . . I will venture one prediction: that the 
benefits of enrichment are so evident that it will not 
be long before the use of enriched flour on a voluntary 
basis will be as extensive in the rest of Canada as it 
is now in Newfoundland where it is compulsory.” 
This prediction has now become a reality. 

During the war years in Great Britain, use of 85% 
extraction flour was compulsory. Later, the permissi- 
ble extraction was lowered to 80%, meaning 80 parts 
of flour from every 100 parts of wheat. Use of 80% 
extraction flour is now encouraged by a subsidy, but 
white flour (72% extraction, or even less) can be sold; 
however, such low-extraction flour must be enriched 
with thiamine, niacin, and iron to the levels of 80% 
extraction flour. Not only are the levels lower than 
those in the enrichment formula used in the United 
States but there is no requirement for the addition of 
riboflavin. In Denmark, on the basis of conclusions 
reached by the Danish Academy for Technology, a 
government order was issued in December, 1953, 
requiring that all white flour, farina, and semolina 
offered for sale or delivery in Denmark contain 5 mg. 
of thiamine, 5 mg. of riboflavin, and 30 mg. of iron 
per kilogram of the respective material. In Sweden, 
most white flour is enriched with thiamine, riboflavin, 
niacin, and iron on a voluntary basis. In Germany 
and France there is practically no enrichment of flour 
or bread, but in Holland, Belgium, Switzerland, and 
Italy enrichment of flour is voluntary. In much of 
South America enrichment of wheat flour and other 
cereals is under discussion, but in Chile enrichment 
of all white flour has been mandatory for a year or 
more. 

Benefit to Public Health 


Those engaged in our enrichment program have 
repeatedly emphasized that the purpose of enrich- 
ment is to help correct certain defects in the diet. 
To make white bread a better food, desirable as that 
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might be, is secondary to the use of flour and bread 
as vehicles for effecting an increased consumption of 
certain micronutrients. This has been accomplished. 
After enrichment of bread and flour became general, 
the average diet contained not only additional iron 
but almost twice the amount of thiamine, riboflavin, 
and niacin as before. 

The enrichment program has played an important 
role in the disappearance of the frank deficiency 
diseases, beriberi and pellagra. For example, among 
10,000 recent admissions to the Hillman General 
Hospital in Birmingham, Ala., not one patient with 
pellagra was found—this in an area in which pellagra 
previously had been rampant. At a large general 
hospital in Chicago, in which beriberi previously 
could always be observed, a 3-year search failed to 
reveal a single case of beriberi. In 1948 and 1949 a 
survey conducted among some 16,000 inmates of the 
Chicago House of Correction revealed only two cases 
of pellagra, three of ariboflavinosis, and no beriberi. 
A point of interest in this Chicago study was that 
the decline in the prevalence of these vitamin de- 
ficiency diseases started very shortly after the be- 
ginning of enrichment of bakery bread in Chicago. 
Between 1946 and 1950, a number of nutrition surveys 
were conducted in various areas of the country; sur- 
veys of family groups, of factory workers, of school 
children, and of others detected only an infrequent 
case of frank deficiency disease. 

The benefits accruing from enrichment are by no 
means limited to prevention of the frank deficiency 
diseases. Some time ago I was engaged with others 
in extensive studies of the clinical effects of experi- 
mental diets low in thiamine. The studies yielded 
most convincing evidence that deficiency of this 
vitamin, to a degree insufficient to provoke: frank 
beriberi, would produce disturbances of the psyche. 
Before enrichment was initiated, many diets in this 
country were low enough in thiamine to cause such 
effects. Even today, when enrichment of bread and 
flour is in general but not in universal use, a definite 
proportion of the people are probably subsisting on 
diets that are borderline in content of thiamine. To 
relax our efforts now would therefore be unfortunate. 

A wealth of research and practical experience has 
proved the value of enriched bread in the diet of 
persons of a distinctly suboptimal nutritional status. 
Enriched bread is also believed to serve a purpose 
in diets that approach adequacy. 

Although the enrichment program stemmed from 
the work of a great scientist, much credit for the 
success of the program should be given also to the 
pharmaceutical manufacturers of the micronutrients 
required. Tremendous quantities were called for at the 
lowest possible costs. These have been supplied at 
costs so low that the miller and commercial baker 
have been able to enrich their flour and bread at 
little or no additional expense to the consumer. 

The flour and baking industries have voluntarily 
continued this program, whether or not state laws 
required it. Consequently, every person in this coun- 
try is able to obtain this better bread, regardless of 
whether his residence is in one of the 27 states that 
make enrichment mandatory. 


| 
; 
t 
| 
| 
4 4 
¥ 
q 
‘ 
} 
\ 
= 
a 


1542 


THE JOURNAL 


OF THE AMERICAN MEDICAL ASSOCIATION 
Edited Under the Direction of the Board of Trustees 


Editor and Managing Publisher AUSTIN SMITH, M.D. 
Associate Editor . . JOHNSON F. HAMMOND, M.D. 
Assistant Editors . . WAYNE G. BRANDSTADT, M.D. 
FREDERIC T. JUNG, M.D. 
EDWARD R. PINCKNEY, M.D. 
Assistant to the Editor . on oe . MILTON GOLIN 
Editor for Medical Literature Abstracts . . GEORGE HALPERIN, M.D. 


Fifteen dollars per annum in advance 
. “Medic, Chicago” 


Subscription price . 
Cable Address 


ANGINA PECTORIS—A THIRTY-YEAR 
PROGRESS REPORT 


GUEST EDITORIAL 
Arthur M. Master, M.D. 


Only one generation ago, the diagnosis of “angina 
pectoris” was tantamount to the issuance of a death 
warrant. At that time, the severe, frequently excruciat- 
ing pain that the patient suffered, the little understood 
prevention of the disease, and the condition’s inade- 
quate treatment engendered fears that could not 
reasonably be dispelled. In addition, cases of sudden 
death or severe heart attacks preceded by chest pain 
with normal three-lead electrocardiograms, i. e., no 
Q waves or RS-T segment elevations, were also con- 
sidered episodes of angina pectoris. We now know 
that these were, for the most part, attacks of myocar- 
dial infarction due to complete obstruction of a 
coronary artery (occlusion) or bouts of prolonged 
severe myocardial ischemia without complete closure 
(coronary insufficiency). This added to the terror of 
the term angina pectoris. Today, in the light of recent 
advances and newer concepts in the prophylaxis of 
the disease and in its therapy, such an irrational ap- 
proach to angina is not justified. Because the term 
angina pectoris is still so emotionally charged, how- 
ever, it should be abandoned and a more descriptive, 
neutral label such as “chest pain due to coronary 
artery disease” should be employed. 

The agonizing dread associated with the angina of 
30 years ago was largely contributed to by the then 
existing economic and psychological factors. Social 
security, unemployment insurance, and adequate com- 
pensation laws had not as yet been enacted. Absence 
from work, for whatever reason, usually meant loss 
of pay. Mild attacks of angina, therefore, went un- 
heeded. The sufferer necessarily continued on the job, 
simply for fear of losing it and his livelihood. Because 
both patients and doctors alike believed that the dis- 
ease was clinically hopeless, early symptoms were 
often deliberately concealed from the family, the em- 
ployer, and even the physician. When medical advice 
was finally sought, the condition was already full- 
blown. The late diagnosis of the majority of cases and 
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the almost universal inadequacy of their treatment 
enhanced the general impression that angina pectoris 
was totally and permanently disabling. Undoubtedly 
the majority of patients given diagnoses and treated 
were in an advanced stage of their disease. 

Only one generation ago, a definite diagnosis of 
angina pectoris was made only if the classic pattern of 
symptoms, described by Heberden in 1768, was pres- 
ent. It was necessary that the pain be crushing and 
vise-like in character and that it be associated with a 
“fear of impending death.” It was necessary that the 
pain be substernal and that it radiate to the back, the 
jaw, or down the inner aspect of the left arm to the 
little and ring fingers. It was necessary that the pain 
invariably follow exertion, excitement, or emotion and 
that it be immediately relieved by amy] nitrite or gly- 
ceryl trinitrate (nitroglycerin). We now know that 
all these classic symptoms occur in only a minority of 
cases, and that any single one of them may be absent. 
Thus, severe coronary artery disease may produce 
only a dull ache. This may be precordial rather than 
substernal. The pain need not radiate down to the 
ulnar aspect of the hand. Indeed, it may not radiate 
at all from the site of its maximum intensity. It may 
not be precipitated by exertion; walking at even a 
good pace may not produce any discomfort. It may 
not be relieved by glycery] trinitrate. 

Formerly, a normal three-lead resting electrocardio- 
gram was accepted as evidence that the chest pain was 
of noncardiac or psychogenic origin. Despite very 
suggestive clinical findings, the patient was frequently 
given a reassuring pat on the back and told not to 
worry. A subsequent heart attack occurred as a great 
surprise, especially to the physician, who attributed 
it to the natural vagaries of angina. Today, even a 
normal 12-lead resting electrocardiogram does not 
necessarily exclude the diagnosis of coronary artery 
disease, if the clinical history points to its presence. 
It is merely a reflection of the heart’s ability to cope 
with the work load during the resting state. It is not 
an indication of the capability of the heart to meet the 
stress and strain of routine living. In an attempt to 
obtain this vital information, the Master two-step 
exercise test was devised. 

When three or four of the characteristic features of 
angina, as described by Heberden, are present—the 
nature of the pain, its location, its radiation, and its 
precipitating factors—a diagnosis of a classic attack 
may usually be made. However, one or two of the 
features may be found in conditions other than coro- 
nary artery disease and may be absent in 10 to 40% 
of the cases of angina pectoris. An awareness of the 
possible variations of the clinical picture will make for 
more accurate diagnosis of coronary artery disease. 

Thirty years ago, an anginal attack was treated with 
amyl nitrite perles. Often whiskey (spirituous liquors ) 
was advised, because Heberden in 1768 had noted its 
soothing effect. Xanthines and theophylline were pre- 
scribed as coronary vasodilators, on the basis of ex- 
perimental findings in the dog. Tobacco, even in small 
amounts, was taboo. Glyceryl trinitrate, for some un- 
known reason, was prescribed only when the pain was 
very severe, as if to suggest that its use signified the 
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hopelessness of the condition. The usual dose was 
1/100 grain (0.6 mg.), repeated frequently or until 
it relieved the pain. 

The entire prophylactic, therapeutic, and psycho- 
logical approach to angina has been much improved in 
recent years. Amy] nitrite is no longer routinely used 
in place of glyceryl trinitrate, because it produces a 
much more marked generalized vasodilation. The 
xanthines are not as frequently prescribed as formerly, 
having largely been replaced by coronary vasodilators 
such as pentaerythritol tetranitrate. There has been a 
major change in our use of glyceryl trinitrate; it is now 
employed not only in the treatment of the acute attack 
of angina but also in its prevention. Any pain-provoking 
stimulus that cannot be avoided is anticipated by the 
use of the drug prophylactically. When activities 
known to precipitate an anginal attack are undertaken 
—coitus, walking uphill, walking after a meal, walking 
early in the morning, stepping out into the cold, or 
walking against the wind—the patient is urged to take 
glyceryl trinitrate beforehand. Formerly, those who 
could afford it were encouraged to move to a warm 
climate. The intelligent use of glyceryl trinitrate 
prophylactically, however, usually obviates the need 
for such a move. The predictable prevention of anginal 
attacks eliminates much of the worry and despair 
formerly associated with the disease. The patient is 
more confident and the physician more optimistic, be- 
cause both believe that angina pectoris is not a hope- 
less condition. Indeed, remissions do occur. 

The dosage of glyceryl] trinitrate is not as inflexible 
as it formerly was. Instead of the former routine 1/100 
grain, the initial prescribed dose is often 1/200 grain 
(0.3 mg.) at present. Amounts even as small as 1/400 
or 1/800 grain (0.15 or 0.075 mg.) may be effective. 
The dose required to relieve a particular patient is 
usually fairly constant; this dose may be repeated only 
once within a few minutes if the pain is not relieved 
by the first tablet. Should the second dose also be in- 
efficacious, it may be wise to reevaluate the case lest 
acute coronary insufficiency or occlusion be over- 
looked, aggravated, or produced. 

Formerly, as a last resort, patients with status 
anginosus were subjected to subtotal thyroidectomy. 
Today, similar effects may be obtained by the rela- 
tively innocuous administration of radioactive iodine. 
Occasionally, cardiopericardiopexy, internal mammary 
artery transplants, and other surgical procedures may 
vield good clinical results. Thirty years ago, these 
techniques were unknown. Stellate ganglion and 
thoracic sympathectomy or paravertebral blocks were 
attempted to secure relief from pain. 

Tobacco is no longer banned in all cases. Its pro- 
scription depends on its effect on the patient’s well- 
being. There is little point in forbidding a tense pa- 
tient to smoke a little, if that serves to relax him. No 
longer is a patient allowed to drink excessively. If, 
however, one or two drinks a day serve to relax an 
otherwise apprehensive person, it would be unwise to 
prohibit them. Larger doses of alcohol actually over- 
work the heart and produce overweight. It was for- 
merly thought that alcohol and tobacco in combination 
were good, since the former dilated the coronary 
vessels, which the latter constricted. This view is no 
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longer accepted, It is now believed that a combination 
of alcohol and tobacco in less moderate doses actually 
aggravates the anginal syndrome. 

Formerly, in patients with coronary artery disease, a 
major operation for some unrelated condition was con- 
sidered to be very dangerous. All elective operations 
were barred by most cardiologists, and only last-resort 
procedures were permitted. Some of us have always 
advocated the removal of any focus of infection or 
irritation that may have a deleterious effect on the 
well-being of the patient with angina. A common ex- 
ample of the quandary in which physicians and sur- 
geons found themselves was the problem of dealing 
with cholelithiasis. If gallstone colic developed, | have 
always recommended early extirpation of the gallblad- 
der. Today, with the improved techniques in anesthesia 
and surgery, this attitude is more than ever justified. 
A state of anoxia is avoided, even for short periods, 
by the use of high concentrations of oxygen, by ade- 
quate pulmonary ventilation, by maintaining the blood 
pressure at an adequate level, and by promptly re- 
placing the blood lost during the operation. As a re- 
sult, patients with coronary artery disease tolerate 
surgical procedures extremely well. 

Years ago, physicians hesitated to permit a patient 
with heart disease to fly. Today, however, with pres- 
surized cabins and anti-motion-sickness drugs, there 
is no greater contraindication to flying than there is to 
use of any other form of transportation. Travel by air- 
plane may even be preferable, since it obviates the 
long and often tiring trips by automobile, rail, and 
sea. The President's recent illness in Denver has again 
raised the question of whether persons with heart 
disease should live at high altitudes. I feel that most 
persons can “acclimatize” themselves to this environ- 
ment after a period of time but that undue physical 
exertion should initially, at least, be avoided in an 
oxygen-poor atmosphere. 

Despite all these improvements in therapy, the 
major change in the status of coronary artery disease 
in our age has been one of approach. While the patho- 
physiology is by no means completely understood, we 
now know that arteriosclerosis is not an inevitable 
process of aging. Timothy O'Leary, 20-odd years ago, 
found cholesterol abscesses in intimal plaques. Hence, 
a fat-poor diet was advocated as part of the treatment, 
but at that time little attention was given to this sug- 
gestion. 

Today, it is realized that arteriosclerosis is a disease 
like any other. It is self-limited and, probably, a mani- 
festation of some derangement of normal lipid metabo- 
lism. It may be affected by dietary and other factors. 
As a result, there has been an unparalleled surge of 
research in human and animal biochemistry. A _re- 
newed confidence has been born, as the result of a 
better understanding of arteriosclerosis and a hopeful 
approach to its prevention and cure. This has stimu- 
lated a more optimistic outlook among patients and 
physicians alike. Today, the designation “chest pain’ 
or “coronary disease” is no longer a stigma. Its pres- 
ence rightly generates caution, but not panic. Govern- 
ment and private agencies are making suitable jobs 
available for persons with arteriosclerotic heart disease. 
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The choice is no longer between working 60 hours a 
week or not at all. Jobs at lighter work, for 35 hours a 
week, or less, can now be found. The widespread 
interest and candid discussion of the President’s recent 
coronary occlusion have made the condition further 
socially acceptable. Iatrogenic cardiophobia is on the 
wane. No longer is the patient—be he a well-known 
industrialist, a mill worker, or a doctor—reluctant to be 
seen in the consulting room of the cardiologist. The 
bank president or insurance executive no longer leaves 
by the back door of the doctor’s office. To discuss 
one’s electrocardiogram is as acceptable as to discuss 
one’s analyst. 

Until the ultimately inevitable specific prevention 
and treatment of coronary artery disease have been 
developed, general supportive measures remain of 
great importance. The patient who is overweight or 
obese is firmly advised to reduce. Ataraxics and sed- 
atives are given to decrease tension. These measures, 
together with a confident outlook, will prolong the 
life of the patient. Thirty years hence, it is likely that 
enzymes, hormones, and other perhaps as yet unidenti- 
fied biochemical agents will make angina pectoris a 
truly rare condition. 


FIRST U. S. INTERNATIONAL MEDICAL 
FILM EXHIBITION 


Each year the Film Library of the American Med- 
ical Association receives many unsolicited requests for 
medical films from physicians, medical societies, med- 
ical schools, and government agencies in various coun- 
tries. Assistance is also requested in selecting top U. S. 
films to be shown abroad during international meetings 
of medical and scientific groups. It is evident that films 
from this country are in demand; and, conversely, we 
are anxious to see the results of medical advancements 
in other countries. What better way can this informa- 
tion be transmitted than by the use of a motion picture, 
which, along with its pictorial presentation, can carry 
explanations and comments by the man or men who 
did the work? Even without translation, medical and 
surgical films can speak an international language. 
Anatomy and physiology do not change at the border 
of a country. This comment was made following a 
recent medical meeting with international attendance: 
“It was good to see that, once more, 16-mm. films 
proved to be a unique medium for surmounting the 
language barriers that too often isolate professional 
workers attending congresses.” 

There is ample evidence to state that, first, the med- 
ical motion picture is an important force in communi- 
cating medical information at all levels; second, the 
arts and practices of medicine are global in their ap- 
plication and responsibility; and, third, the medical 
service, to which both of these apply, should be 
charged with the need to open all possible avenues to 
spread world wide the tools and techniques available 
to make the physical and emotional health of man the 
precursor to the ideal thought of as “the better world.” 
But, in order to encourage and stimulate the flow of 
medical and scientific films on an international basis, 
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the present import and export procedures must be 
simplified by government officials the world over. 
Some efforts have been made in this direction by 
UNESCO; and some countries, including the United 
States, are now thinking in terms of a customs simplifi- 
cation act. However, there is much more work to be 
done by all concerned if the barriers still existing to a 
practical exchange of such films are to be broken down 
further. Often numerous and complicated forms are 
required to secure the duty-free return of films that 
have been temporarily loaned to a colleague in another 
country. There are long delays and time-consuming 
procedures in clearing with customs—to say nothing of 
the expense in both time and money. 

Why should not medical and scientific films, which 
are just another medium of communicating scientific 
information, be granted the same opportunity as books 
and printed materials to contribute to the education of 
physicians and surgeons in every country of the world? 

This question along with others will be discussed at 
meetings scheduled to be held in connection with the 
International Film Exhibition. This exhibition, spon- 
sored by the American Medical Association, in co- 
operation with Johnson & Johnson, will present an 
outstanding collection of foreign-made medical and 
surgical films as a special feature of the 106th Annual 
Meeting of the American Medical Association in New 
York, June, 1957. 

Apart from the regular film theater, which will show 
the new and outstanding films produced in the United 
States, a theater will be devoted exclusively to the 
showing of these special films representing some of the 
outstanding medical research work being carried on 
in other countries. All films of distinction selected for 
showing will be translated and presented in English. 
This is the first time such a film presentation has been 
attempted in the United States. 

In addition to the film exhibition, there will be ample 
opportunity for foreign guests and others interested to 
discuss the problems involved in the international ex- 
change of medical films. 


AID FOR HUNGARIANS 


The Board of Trustees of the American Medical 
Association at its recent meeting in Seattle appropri- 
ated $5,000 to aid in the care of Hungarian refugees 
who are fleeing to Austria. The courage of these un- 
fortunate people is known throughout the world, and 
to those who live in more fortunate countries it be- 
comes a symbol for the men and women who believe 
enough in freedom to fight for it. Elsewhere in this 
issue of THE JouRNAL (page 1568) are two letters from 
the executive secretary of the American Medical So- 
ciety of Vienna, a society known to physicians all over 
the world who have visited its headquarters. The 
executive secretary of the society has had, because of 
these responsibilities and others, a unique opportunity 
to see firsthand the plight of the fleeing people. He 
and his colleagues also through personal experience 
know the need for aid and how to meet the need dur- 
ing this time of urgency. Regardless of the size of the 
contribution it will be welcome. 
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HOSPITALS APPROVED FOR RESIDENCY TRAINING 


The following hospitals should be listed under 
“Hospitals Approved for Residency Training” as fol- 
lows: 


Butterworth Hospital * 
Grand Rapids, Mich.. Anes., Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 


Sacred Heart Hospital * 
Spokane, Wash. ..... Gen'l Pract., Ob.-Gyn., Path., Rad., Surg. 


BUREAU OF MEDICAL ECONOMIC RESEARCH 


SOME CATEGORIES OF PATIENTS TREATED BY PHYSICIANS IN HOSPITALS 


Frank G. Dickinson, Ph.D. 


James Raymond, M.A., Chicago 


The Bureau of Medical Economic Research of the 
American Medical Association has a number of studies 
under way that are designed to produce an estimate of 
the totality of services rendered by physicians to the 
American people annually.’ The first item in this series 
presented data on the age and sex distribution of pa- 
tients treated by physicians in hospitals; the excess of 
male patients in the hospitals in the United States on 
a given day was surprising.” The present study con- 
siders hospital patients only in selected categories 
chosen because each includes a large number of pa- 
tients and because it was reasonable to expect that 
hospital administrators and medical record librarians 
could furnish the necessary data for the entire year of 
1954. We wish to express our deep appreciation to the 
hospital administrators, the medical record librarians, 
and other hospital staff members for their cooperation 
in a difficult undertaking. The next study will deal with 
the role of accidents in the services of physicians to 
their hospitalized patients. Subsequent studies in the 
series will involve estimates of the numbers of patients 
seen by physicians in the home and in the office as well 
as of patients in all diagnostic groups seen during a 
selected week in all hospitals. When this series is 
completed several years hence, the Bureau will have 
presented a rough estimate of the totality of the serv- 
ices rendered annually by physicians to the American 
people. It will then be possible for the first time to 
present a counterpart to the total expenditures of the 
people for medical care—the value side as well as the 


Director (Dr. Dickinson) and Staff Associate (Mr. Raymond), Bureau 
of Medical Economic Research, American Medical Association. 


cost side of physicians’ services. In other words, this 
series of studies is designed to describe what we get | 
in terms of ailments treated for what we spend for 
physicians’ service. 

Moreover, these studies should provide much addi- 
tional information on morbidity, for which nationwide 
data are deficient in both quality and quantity. Meas- 
ures of the volume of medical care—other than dollar 
totals—and its components are incomplete in many 
fields. For instance, although information is available 
on the contagious diseases for the nation as a whole, 
there are only sampling studies of total morbidity for 
selected areas, and these are for limited periods of 
time.” Thus, the available national data on the con- 
tagious diseases demonstrate a highly significant de- 
cline in the incidence of diphtheria and scarlet fever 
in the last 25 years, but the decline in the number of 
mastoid operations performed by physicians, well 
known to older members of the profession, is not sim- 
ilarly demonstrable through statistical measures. This 
lack of comparative morbidity data and of quantified 
data on operations and other treatments presents many 
difficulties to those who would compare the past with 
the present in order to plan for future developments 
in the field of medical care, including methods of 
budgeting and payment. 


Organization and Scope of Study 


So many complications have developed in the prep- 
aration of this report, as well as in the survey itself, 
that it seems wise to present two reports. This article 
will be reprinted without additions from THE JouRNAL 
as Bulletin 102 of the Bureau of Medical Economic 
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Research. Its companion, Bulletin 102A, supplement to 
Bulletin 102, will contain the appendix tables not pre- 
sented herein and some discussions of alternate pro- 
cedures for making national estimates. The two items 
will probably be bound together. 

It was early determined that the scope of the present 
study would be restricted to hospital inpatients classi- 
fied according to some of the most common diagnostic 
categories of inpatients discharged from 6,970 hospitals 
accepted for listing by the American Hospital Associa- 
tion in 1954. The rather general and, hence, limited 
scope of the study is most succinctly circumscribed by 
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It will be at once noted from the questions asked in 
this study that yearly totals of discharged inpatients 
in certain diagnostic categories were called for; infor- 
mation was not requested on the age, sex, or length 
of stay of these inpatients nor on the number and 
variety of specific procedures performed on them by 
their physicians while they were in the hospital. The 
totals presented in the chart are approximations; the 
plus-or-minus variation is indicated after each tctal. 
They are approximations because not all of the 6,970 
hospitals accepted for listing in 1954 by the A. H. A. 
replied to this particular questionnaire in whole or in 


Cuart |.—Estimated Data (Rounded) for 6,970 Hospitals Accepted for Listing by the A.H.A, mm 1954 


SECTION III--STATISTICAL STUDY--AMERICAN MEDICAL ASSOCIATION 


Estimated 
1. Discharged inpatients during the 12 month period ending December 31, 1954, for 6,970 
excluding newborn but including deaths, were composed of: Hospitals 
a. Inpatients on whom SURGICAL procedures were performed. (Include caesarian Number 
b. OBSTETRICAL inpatients (Exclude all caesarian sectionsS.)............++ee+e- _3,800,000(+1%) 
c. ALL OTHER discharged inpatients (excluding newborn). (This is the category 
for medical, mental, tuberculosis, poliomyelitis, leprosy, etc.)............ _8,800,000(+1%) 
d. TOTAL inpatients discharged during the 12 months (a+b4+c).............. 20,700,000( +1%) 
2. During the same 12 months the number of inpatients discharged with the following ; 
primary diagnoses were: 
Those using STANDARD NOMENCLATURE (4th edition), please record the number of 
inpatients with a primary diagnosis coded under "Diseases of the Heart", 
pp. 186-194, including only STANDARD NOMENCLATURE categories bearing cross 
reference to INTERNATIONAL LIST (6th revision) numbers 401 through 443. 


For users of STANDARD NOMENCLATURE, the number of inpatients with a primary 
diagnosis coded according to STANDARD NOMENCLATURE numbers listed under 
INTERNATIONAL numbers 140 through 205, pp. 874-883 of the appendix to the 


4th edition of STANDARD NOMENCLATURE. 


c. FRACTURES, open and closed, with or without reduction..............eeeeeeee 


For users of STANDARD NOMENCLATURE, topographic codes 21l..-, 22..-, 23..-; 
and 2x..-; with etiologic codes of 416 and 418. INTERNATIONAL LIST numbers 


are 800 through 829. 


5. Among the surgical procedures performed on inpatients during the 12 months there 


were: 


a. TONSILLECTOMIES, including T and A........ 


_1,100,000(+3%) 


For users of STANDARD NOMENCLATURE, 632-12 and 634-12. 
b. APPENDECTOMIES, cases with the diagnosis of chronic or acute appendicitis 


Please indicate an answer for each of the above nine items. If you had no dis- 


charges in a category, please write "None". 
your records, write "NR", for Not Recorded. 


If the data were not contained in 


‘Signature of Administrator 


an examination of the survey questionnaire and of the 
results obtained, both of which are presented in the 
chart. 

The chart is a copy of the survey questionnaire with 
approximate totals for all hospitals inserted in the 
answer spaces. After a discussion of the chart the re- 
mainder of this article is largely devoted to the replies 
received and estimates for the hospitals that did not 
reply. 

Estimated Totals for the 6.970 Hospitals 


As indicated by the title, “SECTION III[—STATIS- 
TICAL STUDY—AMERICAN MEDICAL ASSOCIA- 
TION,” this schedule was a part of the joint A. M. A. 
and A. H. A. survey of hospitals for 1954. Other results 
of this joint survey have been reported in two parts.* 


part, making it necessary for estimates to be made for 
the nonreplying hospitals. Moreover, the two operative 
»rocedures specified were rarely performed in certain 
specialized types of hospitals such as the 596 nervous 
and mental and 393 tuberculosis hospitals. 

Question 1.—The first question was designed to ob- 
tain the number of inpatients discharged during the 
calendar year 1954, excluding newborn infants but 
including patients who died. The total number of 
inpatients discharged is set forth in ld of the chart as 
the sum parts of a, b, and c; discharged inpatients 
treated by physicians in hospitals during calendar year 
1954 totaled 20,700,000 (+ 1%). The admissions to 
these same hospitals reported by the A. H. A. for the 
12 months ending Sept. 30, 1954, totaled 20,345,000. 
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Part a of this question requested information on the 
number of discharged inpatients on whom surgical pro- 
cedures, including cesarean sections, were performed. 
The approximate total for 1954 was 8,100,000 (+ 1%) 
for the 6,970 hospitals. Admitting to some arguments as 
to terminology, this provides our first measure of the 
totality of physicians’ services during a year to the 
American people. This partial measure of totality does 
not indicate the number of surgical procedures, their 
types, the number of visits paid by patients, nor the 
number of hours that physicians worked, but it does 
indicate that physicians performed surgical procedures 
on two-fifths of their hospitalized patients during 1954. 

Part b of the first question requested information on 
the number of discharged obstetric inpatients, exclud- 
ing those who underwent cesarean sections. The 1954 
total for all hospitals was 3,800,000 (+ 1%), or more 
than one-sixth of the discharged inpatients. 

All remaining discharged inpatients were grouped 
together (part c). During 1954, physicians treated 
approximately 8,800,000 hospitalized patients (+ 1%), 
without surgery and for conditions other than preg- 
nancy. 

Question 2.-Except for the fact that questions 1 and 
2 are both concerned with discharged inpatients, 
they are independent of each other. Question 2 re- 
quested the number of discharged inpatients with the 


Tas_e 1A.—Comparison of A. H. A. Data for 1954 and Replies to 
Bureau’s Questionnaire 


Replies 
1954 A.H.A. Totals No. % of Totai 
6,970 4,329 62.1 
1,577,961 1,047,278 66.4 


20,345,431 15,569,492 76.5 
primary diagnoses of cardiac disease, malignant neo- 
plastic disease, or fractures as defined by specific ref- 
erences to Standard Nomenclature of Diseases and 
Operations (fourth edition) and the Manual of the 
International Statistical Classification of Diseases, In- 
juries, and Causes of Death (sixth revision). 
During 1954 physicians treated 1 million (+ 2%) 
hospitalized inpatients discharged with primary diag- 
nosis of cardiac disease (part a). This group of dis- 
eases accounted for only about one-twentieth of the 
20,700,000 (+ 1%) inpatients discharged during 1954 
from American hospitals, although fatal heart disease 
accounts for more than one-third of the annual deaths 
in the United States.” Patients with cardiac disease 
are, however, attended by physicians in the office, the 
home, and elsewhere. Even if the number of dis- 
charged inpatients for each and every type of cardiac 
disease—for each relevant code number in Standard 
Nomenclature—had been requested in this survey for 
1954, the wide variety of physicians’ services per- 
formed on these discharged inpatients would still not 
have been completely measured. , 
In part b the hospitals were requested to report the 
number of inpatients discharged during 1954 with the 
primary diagnosis of malignant neoplastic disease, as 
defined by reference to code numbers in Standard 
Nomenclature and the International List. The total for 
such inpatients discharged during 1954 was 585,000 
(+: 3%). This is about 3% of the inpatients discharged, 


J.A.M.A., December 22, 1956 


although fatalities from this group of diseases in the 
United States annually account for about one-seventh 
of all deaths.° 

In part c, the number of inpatients discharged with 
the primary diagnosis of fractures, open or closed, 
with or without reduction, was also defined for the 
reporting hospitals by reference to code numbers in 
Standard Nomenclature and the International List. 
During 1954, 720,000 (+ 1%) inpatients were dis- 
charged with this primary diagnosis, or approximately 
3.5% of all inpatients discharged. The incidence of 
fractures may, perhaps, be regarded as a crude meas- 
ure of the accident (inpatient) load of physicians; the 
Bureau of Medical Economic Research has under 
way, as a third part of the effort to define the totality 
of physicians’ services, a more definitive study of the 
role of accidents in physicians’ services to inpatients 
(for 1955). 

Question 3.—Inquiry was made in question 3 re- 
garding two rather common surgical procedures per- 
formed during 1954. Answers to part a resulted in an 
estimated total of 1,100,000 (+ 3%) tonsillectomies, 
also defined by certain code numbers in Standard 
Nomenclature. Roughly one out of seven inpatients 
upon whom surgical procedures were performed had 
a tonsillectomy; they comprised about one-nineteenth 
of all inpatients discharged during the year. The grand 
total of appendectomies (part b) performed during 
1954 was 500,000 (+ 3%), or about one-sixteenth of 
the number of surgical procedures performed and 
about one-fortieth of the number of discharges. 


Representativeness of the Replies 


Data were obtained by means of a questionnaire 
mailed to all hospitals that participated in the 1954 
census of hospitals, a combined project of the A. H. A. 
and the A. M. A. The time period for the present study 
was designated as “the 12-month period ending Dec. 
31, 1954,” whereas the A. H. A. census forms called for 
data for “the 12-month period ending Sept. 30, 1954.” 
Our decision was made for the convenience of the 
responding hospitals, many of which prepare, for local 
use, end-of-year reports containing the data of interest 
to the Bureau. The 3-month lag in the initial and last 
day of the 12-month periods means that the universe of 
hospitals for the present study is slightly different 
from the A. H. A. universe. The A. H. A. report, 
however, provides the only available data for all hos- 
pitals in 1954. Their data on the characteristics of 
6,970 hospitals accepted for listing in 1954* and of 
the 4,329 hospitals that replied to the Bureau’s ques- 
tionnaire are used throughout this study whenever 
comparisons of the two groups are made. 

Since our purpose is to measure by diagnostic cate- 
gories the totality of services by physicians to their 
hospitalized patients in all hospitals, a detailed exam- 
ination of the representativeness of the 4,329 replying 
hospitals preceded our decision to use number of ad- 
missions in making estimates for the 2,64] nonreplying 
hospitals. The figures in table 1A provide a helpful 
perspective of these usable replies. Thus, our 62.1% of 
all hospitals accounted for 66.4% of all hospital beds, 
65.3% of total average daily census, and 76.5% of all 
admissions. The close correspondence between the 
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number of admissions and the number of discharges— 
noted in table 2—furnished additional support for 
the decision. 

The A. H. A. presented in its report * tabular data 
on the 6,970 hospitals listed in the 1954 hospital census 
according to several classifications of hospitals: type 
of control (roughly, an ownership classification ), type 
of service, size (number of beds), and region, as well 
as some cross classifications of the foregoing. An ex- 
»mination of the replying and nonreplying hospitals in 
these several classifications provided a view of the 
representativeness of the nonreplying hospitals. Only 
a summary of the results of these tests of representa- 
tiveness can be presented in this article. Comparative 
data for the 4,329 replying hospitals and for the uni- 
verse of 6,970 are presented in table 1, according to 
that cross classification of hospitals that we consider 
most revealing, by type of service and type of control. 
Tables in the appendix publication, Bulletin 102A, 
show these additional comparisons: table 5, by type of 
control; table 6, by type of service; table 7, by type of 


BUREAU OF MEDICAL ECONOMIC RESEARCH 1549 


factors; that is, proprietary hospitals are limited in 
size, many of them are custodial in character, and 
about a third of all proprietary hospitals are found in 
the west south central region. 

In contrast, those classes of hospitals that contained 
large proportions of the 1954 admissions to all hospitals 
were well represented in the returns, i. e., the 3,421 
nonprofit hospitals admitted 66% of A. H. A.’s total 
admissions, and the 2,406 replying nonprofit hospitals 
accounted for 80.5% of the admissions to the 3,421 hos- 
pitals; hospitals having 100 to 199 beds received a 
fourth of the year’s admission, and 81% of these admis- 
sions were accounted for by the replies; one-fifth of all 
1954 admissions were to hospitals in the east north 
central region, and 82% of these admissions were rep- 
resented among these replies. 

The conclusion may be drawn that, in obtaining 
replies on 77% of the admissions to all hospitals, the 
62% of hospitals that replied gave us reliable data on 
77% of the primary diagnoses and operations as de- 
fined in this study. 


TaBLe 1.—Comparison of Number of Hospitals, Number of Beds, Average Daily Census, and Number of Admissions for All Hospitals 
and Replying Hospitals, by Type of Service and Type of Control, 1954 


Hospitals, No. Beds, No. Daily Census, Av. Admissions, No. 
Replies Replies Replies Replies 
All All All All — 
o % To % 
Type of Service and No. % No. of (1) No. % No. of (5) No. % No. of (9) No. % No. of (1%) 
Type of Control qd) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) 
General and special 
Nongovernmental .. 4,414 63.3 2,787 63.1 439,672 27.9 336,188 76.5 317,005 23.6 245,902 77.6 14,895,298 73.2 11,556,619 776 
Local government .. 1,033 14.8 590 57.1 150,196 9.5 114,257 76.1 112,427 8.4 87,803 78.1 3,126,260 15.4 2,354,043 7523 
State government .. 171 2.5 4 49.1 34,126 2.1 22,009 64.5 24,404 1.8 15,546 63.7 525,323 246 380,508 72.4 
Fe leralgovernment . 363 5.2 261 71.9 115,131 7.3 87,818 76.3 90,360 6.7 69,270 76.7 1,352,556 6.6 988,213 73.1 
Cee (163) (2.3) (108) (63.2) (51,688) (3.3) (34,984) (67.7) (39,041) (2.9) (26,875) (67.6) (813,868) (4.0) (550,531) (67.6) 
(111) (1.6) (100) (90.1) (58,489) (3.4) (45,261) (84.6) (44,401) (3.3) (37,688) (84.8) (431,674) (2.1) (354,208) (82.1) 
GEE eanesigeiseen (89) (1.3) (58) (65.2) (9,954) (0.6) (7,573) (76.1) (6,918) (0.5) (5,257) (76.0) (107,014) (0.5) (83,384) (77.9) 
5,981 85.8 3,722 62.2 739,125 46.8 560,272 75.8 544,196 40.5 418,521 76.9 19,899,446 97.8 15,279,378 76.8 
Mental and tubereulosis* 
Nongovernmental .. 4.7 187 57.4 29,186 1.9 16,599 56.9 23,059 1.7 12,555 M4 97 265 05 60,361 62,1 
Local government... 215 3.1 133 61.9 52,116 3.3 32,959 63.2 46,793 3.5 28,729 61.4 48,971 0.2 35,769 73.0 
ate tovernment .. 5.4 228 9.8 683,432 43.3 376,817 659,301 49.1 360,475 54.7 231,789 11 138,273 
Federal government . 67 1.0 59 88.1 74,102 4.7 60,6381 = 81.8 69,159 5.2 56,510 81.7 67,960 04 56,711 82.0 
(60) (0.9) (54) (90.0) (64,025) (4.1) (57,987) (90.6) (59,879) (4.5) (54,216) (90.5) (57,233) (0.8) (50,601) (88.4) 
(7) (0.1) (5) (714) (10,077) (0.6) (2,644) (26.2) (9,280) (0.7) (2,294) (24.7) (10,727) (0.1) (5,110) (47.6) 
en 989 14.2 607 61.4 838,836 53.2 7,006 58.1 798,312 59.5 458,269 57.4 445,985 2.2 200,114 65.0 
6,970 100.0 4,329 62.1 1,577,961 100.0 1,047,278 66.4 1,342,508 100.0 876,790 65.3 20,345,431 100.0 15,5694” 76.5 


“ No military hospitals in this category. 


service and size; and table 8, by type of service and 
reg‘onal location. 

General and special hospitals received 97.8% of all 
of the A. H. A. 1954 admissions, the remaining 2.2% of 
patients being admitted to the mental and tuberculosis 
hospitals. The replying general and special hospitals 
»ccounted for 76.8% of the total admissions to this 
group, and the replying mental and tuberculosis hos- 
pitals accounted for 65% of the admissions to all mental 
and tuberculosis hospitals. 

There was a tendency for the smaller categories 
within a classification to return proportionately fewer 
questionnaires than did all replying hospitals: only 
43% of the proprietary hospitals, only 35% of the 
chronic and convalescent hospitals, only 43% of the 
hospitals having fewer than 25 beds, and only 49% of 
the hospitals in the west south central region made 
returns. Each of these categories of “low representa- 
tion” admitted small percentages of the total admis- 
sions for 1954: 7.5% to the proprietary hospitals, 0.4% 
to the chronic and convalescent, 3% to hospitals having 
fewer than 25 beds, and 9.9% to hospitals in the west 
south central region. Very probably these are linked 


Admissions Versus Discharges 


In the present study the reported total number of 
inpatients discharged during the calendar year 1954 
is the base for the percentage of discharges accounted 
for by each of the items on the questionnaire. An 
examination of how closely the number of discharges 
reported to us conformed to the number of admissions 
these same hospitals reported to the A. H. A. for the 
year ending Sept. 30, 1954, is permitted by table 2. 
It is seen, again, that the replies were highly represen- 
tative of the universe. Thus, the largest category— 
nongovernmental general and special hospitals—re- 
ceived 73.2% [col. (2)] of the total patients admitted 
to all hospitals in 1954 and 74.3% [col. (4)] of the 
patients admitted to the replying hospitals. Likewise 
for the smallest subcategory, the 67 federal mental 
and tuberculosis hospitals received 0.4% of all admis- 
sions in 1954, and the 59 replying federal mental and 
tuberculosis hospitals received exactly the same pro- 
portion. The second observation is that each of the 
eight major categories of replying hospitals included 
at least 59.7% [col. (5)] of the admissions to all hos- 
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pitals within that category. Third, when the number 
of discharges reported by the replying hospitals in any 
subcategory was treated as a percentage of total dis- 
charges given by the replying hospitals, the resulting 
percentage pattern was almost exactly the same as 
that for admissions to the replying hospitals [col. (7) 
compared with col. (4)]; the greatest variation was 
0.1 percentage point. Variations in admissions and 
discharges were similar, and, as noted, they were of 
similar magnitude. Fourth, the discharges reported 
by all replying hospitals were 1.5 percentage points, 
or 240,592, more than the admissions to the same hos- 
pitals [see col. (8)]. For only the general and special 
hospitals the discharges were 1.7 percentage points 
(258,944) in excess of their admissions; discharges 
from the mental and tuberculosis hospitals were 6.3 
percentage points (18,352) fewer than their number 
of admissions. 

Some small fraction of the excess may be due to the 
fact that the reporting period for discharges includes 
three more recent months than the A. H. A. reporting 
period for admissions. While available data show a 
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ber of admissions reported to the A. H. A. was in error. 
The cumulation of these and other errors may account 
for some of the difference. 

The fact that admissions and discharges matched as 
closely as they did is of major significance for this 
study. For the general and special hospitals at least, 
we are justified in regarding admissions and discharges 
as being of practically the same magnitude. Moveover, 
the mental and tuberculosis hospitals had only 1.9% 
of the admissions and only 1.7% of the discharges re- 
ported upon here. There is, therefore, little reason to 
believe that the percentages of discharges for each 
section of the questionnaire, reported in the following 
paragraphs, are distorted by the use of number of 
discharges, rather than admissions, as a base. 


Estimates for Nonreplying Hospitals 


Because some groups of hospitals did not reply in 
the same proportion as the total, 62.1% of all replying 
hospitals, it was concluded that estimates should be 
based upon that factor wherein the greatest amount 
of representativeness was obtained—undoubtedly ad- 


TaBLE 2.—Comparison of Admissions and Discharges, by Hospital Type of Service and Type of Control, 1954 


Admissions to co 


Admissions to Replying Hospitals 


Discharges from Replying Hospitals 


Type of Service and 


Type of Control All Hospitals % of J of 
Adinissions Admissions 
No % % {(3)+Q)] No % [(6)+(3)] 
1) (2) (4) (5) (6) (7) (8) 
General and special 

Nongovernmental ..............00. 14,895,298 73.2 11,556,619 74.3 77.6 11,754,762 74.4 101.7 
3,126,269 15.4 2,354,048 15.1 75.3 2,407,535 15.2 102.3 
525,323 2.6 380,508 2.4 72.4 389,075 2.5 102.3 
Federal government ............... 1,352,556 6.6 988,213 6.3 73.1 986,950 6.2 99.9 
Military (813,868) (4.0) (550,531) (3.5) (67.6) (557,033) (3.5) 101.2 
(431,674) (2.1) (354,298) (2.3) (82.1) (344,848) (2.2) 97.3 
(107,014) (0.5) (83,384) (0.5) (77.9) (85,069) (0.5) 102.0 
19,899,446 97.8 15,279,378 98.1 76.8 15,538,322 98.3 101.7 

Mental and tuberculosis* 
97,265 0.5 60,361 62.1 58,879 04 97.5 
Local government ...........cccees 48,971 0.2 35,769 0.2 73.0 34,903 0.2 97.6 
231,789 11 138,27 59.7 125,790 0.8 91.0 
Federal government ..........-ce0. 67,960 0.4 55,711 04 $2.0 52,190 0.3 93.7 
(57,233) (0.3) (50,601) (6.3) 88.4 47,033 0.3 92.9 
(10,727) (0.1) (5,110) (0.1) 47.6 5,157 100.9 
445,985 2.2 290,114 1.9 65.0 271,762 17 93.7 
20,345 431 100.0 15,569,492 100.0 7 15,810,084 100.0 101.5 


* No military hospitals in this eate ‘ory. 


clear tendency for the number of hospital admissions 
to rise over a period of several years, the data do not 
permit the calculation of any very reliable monthly 
rate of increase; this is because the number of report- 
ing hospitals has varied each year and because even 
those hospitals that have reported consistently have 
been subject to local fluctuations and changes in the 
demand for their service. It is probable that some of 
the 1.5% excess of discharges over admissions is due 
to reporting errors of several varieties. In the editing 
of the returned questionnaires, a check of the number 
of discharges reported by each hospital against the 
number of admissions reported to the A. H. A. was 
made; when the two figures differed by 20% or more, 
letters of inquiry obtained many replies to the effect 
that the hospitals had failed to exclude newborn in- 
fants, as directed, frem the count of discharged in- 
patients. Very probably there were other hospitals 
for which the figures differed less than 20% that also 
failed to exclude newborn infants, but we gave them 
no opportunity to correct their reporting error. Other 
hospitals stipulated that the number of discharges 
renorted to the Bureau was correct but that the num- 


missions (76.5% )—and that estimates should be made 
for as many different classes of hospitals as possible. 
Accordingly, estimates were prepared for each of the 
11 classes of hospitals shown in tables 1 and 2 (11, 
because there are no mental and tuberculosis hospitals 
in the subcategory “Federal-Military”) based on the 
ratios of the number of admissions in the nonreplying 
hospitals to the number of admissions in the reply- 
ing hospitals. A second set of computations utilized 
the ratios of number of beds, and a third set was 
based on these ratios for average daily census. Pri- 
marily because the estimates based on numbers of 
admissions gave an estimated total number of dis- 
charges from all 6,970 hospitals that varied by the 
smallest amount from the known numbers of admis- 
sions to these hospitals, these are the estimates re- 
ported here. The estimates appearing in the chart are 
based primarily on admissions, and the range above 
and below the number entered indicated by the per- 
centage in parenthesis is broad enough, in most cases, 
to encompass the higher and lower estimates based on 
beds and average daily census. Appendix tables show 
the somewhat larger estimates resulting when the 
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hospitals were classified according to size or regional 
location and when the rates for number of beds and/or 
average daily census were used. We definitely prefer 
the estimates based on admissions. 

Four different ratios were computed and used in 
estimating the numbers for the nonreplying hospitals 
in question 2 and 3. This was necessary because not 
every one of the 4,329 hospitals that answered ques- 
tion 1 replied to all parts of questions 2 and 3. Indeed, 
it was not expected that question 2—dealing with dis- 
charged inpatients having the primary diagnoses of 
cardiac disease, malignant neoplastic disease, or frac- 
tures—would be applicable to the mental and tuber- 
culosis hospitals; so the basis of estimation here became 
the number of admissions to only the six groupings of 
the 5,981 general and special hospitals. There were 
2,909 general and special hospitals that answered part 
a of question 2 (cardiac disease ), 2,961 that answered 
part b (malignant neoplastic disease) and 3,227 that 
answered part c (fractures). This meant that three 
different sets of ratios of admissions in nonreplying to 
replying hospitals had to be computed. As for ques- 
tion 3, the numbers of tonsillectomies and appendecto- 
mies performed in the replying mental and tubercu- 
losis hospitals were, while not large, of sufficient size 
to warrant the consideration of this question as ap- 
plicable to all hospitals and, hence, to permit estima- 
tion of nonreplies on the basis of the total admissions 
to all 6,970 hospitals. There were 570 mental and 
tuberculosis hospitals among the 4,088 hospitals that 
gave usable answers to question 3. 


Three Groups of Inpatients Discharged 


The replying hospitals reported that they discharged 
15,810,084 inpatients during 1954; 271,762 were from 
mental and tuberculosis hospitals. Inpatients on whom 
physicians performed some surgical procedures num- 
bered 6,238,660 of these discharges; through projection 
this number was raised to 8,106,134 (rounded to 8,- 
100,000 on the chart) for all hospitals accepted for 
listing by the A. H. A. in 1954. The replying hospitals 
reported 2,902,865 inpatients classified as obstetric 
among their total discharges for the year, and it was 
estimated that 884,322 more such patients were dis- 
charged from the nonreplying hospitals; thus the pro- 
jected total was 3,787,187 obstetric inpatients dis- 
charged (rounded to 3,800,000 on the chart) for the 
vear. The A. H. A. census reported 3,342,599 births in 
4,869 hospitals during the year ending Sept. 30, 1954. 
Only 5,800 of the reported obstetric patients were from 
mental and tuberculosis hospitals; and the estimated 
total for all mental and tuberculosis hospitals was only 
7,979. (Of the 5,666 obstetric discharges reported by 
local government hospitals in the mental and tubercu- 
losis category, 5,644 were reported by Herman Kiefer 
Hospital in Detroit (east north central region). This 
hospital, coded as a tuberculosis hospital on the 
A. H. A. punch cards, has large maternity and isola- 
tion sections. The A. H. A. data on this hospital for 
the year ending Sept. 30, 1954, are 1,450 beds, 8,636 
admissions, 1,118 average daily census, and 4,855 
births. This hospital reported, for the year ending Dec. 
31, 1954, 1,594 surgical, 5,644 obstetric, 1,345 “other,” 
and a total of 8,583 discharges, plus 3 tonsillectomies 
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and 9 appendectomies.) The total reported for the 
third group, “All other” (part c, question 1), was 6,- 
668,559 discharges; the total reported for the three 
groups was 15,810,084 discharges. The “All other” cases 
were increased to 8,762,106 (rounded to 8,800,000 on 
the chart) when the estimates for the nonreplying hos- 
pitals were included; and the total estimated inpatient 
hospital discharges for the calendar year 1954 was 20,- 
655,427 (rounded to 20,700,000 on the chart). The 
results of the survey, together with the estimates for 
the nonreplying hospitals, are shown in table 3. This 
summary is derived from appendix tables, some of 
which show the computations of estimates for the non- 
replying hospitals. 

Of somewhat greater interest then mere numbers 
are percentages of all discharges accounted for in each 
diagnostic category—parts a, b, and c of questions | 
and 2 and parts a and b of question 3. These percent- 
ages were obtained by dividing the reported number 
of inpatients in a diagnostic category by the reported 
total inpatients discharged from the hospitals that an- 
swered that particular question. (The replies to each 
item in the questionnaire from the general and special 
and from the mental and tuberculosis hospitals, their 
total discharges, and the resulting percentages, are 
shown in table 4.) Inpatients upon whom their physi- 
cians performed some surgical procedures were nearly 
two-fifths (39.4%) of the inpatients discharged from all 
replving hospitals. Obstetric patients were 18.4% of the 
reported discharges—somewhat higher than a previous 
estimate of around 17.5% (Bulletin 99 °), and the remain- 
ing 42.2% were, of course, inpatients in the “All other” 
category. The replying mental and tuberculosis hospi- 
tals as a group discharged only 271,762 of the nearly 
16 million total reported discharges. When the esti- 
mates for the 382 nonreplying mental and tuberculosis 
hospitals were included, these discharges were only 
417,549 inpatients out of the nearly 20,700,000 dis- 
charged during the year. Exclusion of these two types 
of hospitals made the percentages of inpatients cis- 
charged from the general and special hospitals onl) 
slightly different (40 for surgical, 18.6 for obstetric, 
and 41.4 for “All other”) from the percentages for all 
the hospitals cited above. The percentages for the 
mental and tuberculosis hospitals treated as a group 
were, however, quite different; 86.8% of the discharges 
were in the “All other” category, while only 11.1% 
were classified as surgical; obstetric cases were 2.1% 
and would have been about 0.1% if the one tubercu- 
losis hospital (with many nontuberculous inpatients ) 
had not been included. 

While the term “surgical cases” was not defined 
rigorously enough to permit detailed analysis of such 
discharges, it may be significant that four-fifths of all 
reported surgical patients discharged were from the 
nongovernmental general and special hospitals. Of the 
obstetric discharges, 99.8% were from general and spe- 
cial hospitals. In fact, all but 156 of the reported ob- 
stetric discharges would have been included in this 
group if one hospital with large maternity and isolation 
sections had not been coded as a tuberculosis hospital. 
Even though most of the discharges from mental and 
tuberculosis hospitals were in the “All other” category, 
they were only 3.5% of all discharges in the “All other” 
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category. These percentages are derived from the data 
given in table 3; complete percentage distributions ap- 
pear in the appendix. 

As shown in table 2, the total inpatients dis- 
charged from mental and tuberculosis hospitals consti- 
tuted only 1.7% of all reported (15,810,084) inpatients 
discharged for the vear. Most of the remaining com- 
ments are, therefore, concerned with the 98.3% of the 
inpatients discharged from the general and _ special 
hospitals. 

Table 4 shows the percentage distribution by cate- 
gories of all reported inpatients discharged by the 
general and special hospitals classified according to 
tvpe of control. The percentages in column (1)—for all 
replying general and special hospitals—vary consider- 
ably from the percentages in the same row in the other 
columns. For example, although 40% of the reported 
inpatients discharged from all general and special hos- 
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discharges to all discharges was largest (44.3%) for 
hospitals in the bed-size class 300 to 499. Large gen- 
eral and special hospitals, those having 500 or more 
beds, accounted for the smallest proportion of obstetric 
cases, 16.5%; the proportion was highest, 19.5%, in 
hospitals having fewer than 25 beds. As noted in the 
appendix, the highest estimate for nonreplying hospi- 
tals was based on a classification of hospitals by size. 

Hospital by Region.—Other appendix tables reveal 
that the largest number of each group of discharges was 
made from hospitals in the east north central region. 
As might be expected from the regional birth rates, 
the ratio of obstetric cases to all discharges was also 
highest (20.1%) for the east north central region and 
lowest (17.5%) for hospitals in New England. Esti- 
mates for the nonreplying hospitals, when made by 
region, did not vary by more than a few thousand from 
those made on the basis of type of control. 


TasLe 3.—Basic Data from Replying Hospitals, Estimates for Nonreplying Hospitals, and Estimated Totals for all Hospitals, 1954 


Replying Hospitals 


All Hospitals 


Nonreplying Hospitals 


Total Dis- Inpatients, 
Hospital Type of Service and Inpatients in charges from Discharges, Inpatients, Estimated 
Diaenostie Category of Diagnostie These N Estimated No. No. 
Discharged Patients No. Category, No. Hospitals [(2)+(3)] No. No. [(1)+(5)] [(2)+(6)] 
(1) (2) (3) (4) (5) (6) (7) (8) 
General and special hospitals 
3,722 6,208,615 15,588,322 40.0 2,259 1,855,428 5,981 8,064,043 
3,722 897 065 15,538,322 18.6 2,259 882,143 5,981 3,779,208 
3,722 ),432 642 15,588,322 414 2,259 1,961,985 5,981 8,394 627 
3,722 15,538,322 15,538,322 100.0 2,259 4,699,556 5,981 20,237,878 
Mental and tubereulosis hospitals 
607 5,800 271,762 2.1 382 2,179 9R9 7,979 
235,917 271,762 86.8 382 131,562 989 367,479 
271,762 271,762 100.0 382 145,787 417,549 
la. Surgical subtotal .............. 4,329 6,238 660 15,810,084 39.4 2,641 1,867,474 6,970 8,106,134 
bh. Obstetric subtotal ............. 4,329 2,902,865 15,810,084 18.4 2,641 884 322 6,970 3,787,187 
ec. “All others” subtotal .......... 4,329 15.668 559 15,810,084 42.2 2,641 2,098,547 6,970 8,762,106 
15,810,084 15,810,084 100.0 641 4,845,343 6,970 20,655,427 
General and special hospitals only 
2.09 627,168 12.776,529 4.9 3,072 362,484 5,981 989,652 
b. Malignant neoplasm ........... 2 il 396 320 13,283,572 3.0 3,020 205,296 5,981 601,616 
3.227 629 14,092,233 3.6 2,754 219,662 5,981 721,291 
General and special hospitals 
Sa. 3,518 812,244 14,893,787 5.5 2463 287,744 5,981 1,099,988 
3.518 357 316 14,893,787 2.4 463 127,397 5,981 484,713 
Mental end tuberculosis hospitals 
SUD 255, 964 0.3 419 582 989 1,477 
a32 255,964 0.3 419 417 989 1,249 
3a. Total—tonsillectomy .......... 813,139 15,149,751 5.4 2 R82 288 326 6,970 1,101,465 
b. Total—appendectomy ......... 4,088 3os,148 15,149,751 2.4 2,882 127,814 6,970 485,962 


pitals were surgical discharges [col. (1)] the range 
was 27.4% from military hospitals to 42.5% from non- 
governmental hospitals. The percentage distribution 
for obstetric discharges is almost incredible—18.6% for 
all hospitals, with a high of 19.5% from federal military 
hospitals (108,584 out of 557,033 inpatients discharged). 
Bearing in mind the fact that our general objective in 
this five-year study is to measure the totality of physi- 
cian services, we feel constrained to ask a sharp ques- 
tion: Why should physicians have a larger proportion 
of obstetric patients (discharged ) in military hospitals 
than in nongovernmental or local governmental hos- 
pitals in the general and special class of hospitals? 
Size of Hospital_—Appendix tables in Bulletin 102A 
show some rather interesting variations when the re- 
plying general and special hospitals are grouped ac- 
cording to size. The largest number of each of the 
three types (la, 1b, and lc) of discharges was from 
hospitals having 100 to 199 beds. The ratio of surgical 


Cardiac and Neoplastic Disease and Fractures 


It is important to emphasize the fact that the data 
presented in the survey do not account for all patients 
with a diagnosis of cardiac or neoplastic disease or 
fractures who were treated by physicians in hospitals 
in 1954. Undoubtedly there were large numbers of 
discharged inpatients with each of these conditions 
as secondary diagnoses. Because primary diagnoses 
were called for, the cardiac and neoplastic diseases and 
fractures were not among the primary diagnoses re- 
ported by the mental and tuberculosis hospitals. More- 
over, since every general and special hospital in the 
survey did not answer all three parts of question 2, 
percentages of all discharges are based upon the dis- 
charges reported by the hospitals that did reply to the 
particular item, including those that reported “none.” 
(Replies for each subcategory of replying hospitals, 
together with the estimated total for all hospitals, are 
shown in the appendix tables. ) 
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As table 3 shows, the 2,909 replying general and 
special hospitals reported 627,168 inpatients having a 
primary diagnosis of cardiac disease discharged dur- 
ing the calendar year 1954. It is estimated that the 
nonreplying 3,072 general and special hospitals, which 
had only 37% of the admissions, discharged an addi- 
tional 362,484 such patients during the same period, 
bringing the estimated total for all 5,981 general and 
special hospitals to 989,652. This is rounded to 1 mil- 
lion on the chart. Discharged inpatients with a primary 
diagnosis of cardiac disease were 4.9% of the number 
discharged from general and special hospitals. Inter- 
estingly enough, the highest percentage, 11.7, was from 
Veterans Administration hospitals; the percentage for 
local governmental hospitals was also higher than for 
the total (see table 4). 

The 2,961 hospitals that answered the question on 
inpatients discharged with a primary diagnosis of 
malignant neoplastic disease reported 396,320 such 
patients. It is estimated that the 3,020 nonreplying hos- 
pitals discharged 205,296 such patients, bringing the 
total for all general and special hospitals to 601,616. 
This is reduced to 585,000 on the chart because of the 
lower estimate (571,000) based on admissions by size. 
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Hospital by Region.—When estimates were based on 
hospitals grouped according to their regional location, 
shown on appendix tables, the estimated totals for the 
nonreplying hospitals for cardiac disease and malig- 
nant neoplastic disease fell midway between the esti- 
mates based on type of control and bed size. The 
highest cardiac ratio was 5.5% for the Pacific region, 
and the lowest was 4.1% for the east south central and 
mountain regions. The malignant neoplastic disease 
ratio was highest, 3.4%, for the middle Atlantic region 
and lowest, 2.3%, for the mountain region. The ratios 
for fractures varied little from the average of 3.6%, 
with the possible exception of the Pacific region, where 
it was 3.9%. 


Tonsillectomies and Appendectomies 


Approximately 94% of the replying hospitals ( slight- 
ly less than 4,100) answered question 3. There is no 
reason to believe that, for the general and special hos- 
pitals, the results would have been different had oper- 
ations performed on “discharged inpatients” rather 
than on “inpatients” been requested. For the mental 
and tuberculosis hospitals, however, it may be that a 
few of the tonsillectomies and/or appendectomies 


TABLE 4.—Percentage Distribution by Eight Categories of Reported Inpatients Discharged from General and Special Hospitals, 
According to Hospital Type of Control, 1954 


Non- Loeal 
Diagnostic Category of All governmental Government 
Discharged Inpatients qd) (2) (3) 

40.0 42.5 31.0 
18.6 19.1 19.3 

b. Malignant neoplasm ............ 3.0 2.9 2.8 
3.6 3.4 4.2 

I 5.5 6.3 3.6 
2.4 2.6 2.1 


Federal Government 


State — - 

Government Total Military V.A. Other 
(4) (5) (8) (7) (8) 

37.7 32.0 27.4 30.3 33.1 
18.2 11.9 15 0.0 10.2 
44.1 58.1 00.7 
100.0 100.0 100.0 100.0 100.0 
4.9 5.5 19 11.7 5.2 
6.5 2.9 1.1 6.1 24 
3.3 40 4.1 40 3.4 
1.9 17 2.2 2.1 
14 1.3 1.4 10 1,1 


Inpatients discharged with a primary diagnosis of 
malignant neoplastic disease were 3% of the total dis- 
charges from replying hospitals. The highest such per- 
centage, 6.5, was for the discharges from state hospitals. 
As with cardiac disease, the percentage was also high, 
6.1, for the Veterans Administration hospitals. 

The 3,227 general and special hospitals that an- 
swered question 2c reported that 501,629 of the in- 
patients discharged in 1954 had a primary diagnosis of 
fracture. It is estimated that the corresponding number 
for the nonreplying hospitals was 219,662, thereby 
bringing to 721,291 the 1954 total for all general and 
special hospitals. This estimate was rounded to 720,- 
000 on the chart. Patients with fractures were 3.6% of 
the discharges from all replying hospitals and 4.2% of 
the discharges from local governmental hospitals. 

Size of Hospital__Estimates made when the replies 
were grouped by size of hospital (see appendix tables ) 
gave 979,374 as the total of cardiac cases—or only 
about 10,000 fewer than the estimate obtained for the 
type-of-control classification. The percentage (of total 
discharges) for the replying hospitals ranged from 4 
for hospitals having 25 to 49 beds to 5.8 for hospitals 
having 500 or more beds. The estimated totals were 
30,000 fewer for malignant neoplastic disease and 
3,000 more for fractures when computations were 
based on size classifications of hospitals. 


were performed on persons who were still inpatients 
at the end of 1954. However, since the tonsillectomies 
and appendectomies reported by the mental and tuber- 
culosis hospitals are only 0.1% and 0.2% of the total 
numbers of these operations (see appendix table), there 
is little reason for not continuing to use “discharged 
inpatients” as the base for the computation of ratios. 

As shown in table 3, 813,139 tonsillectomies were 
performed on inpatients in 4,088 replying hospitals; 
812,244 or 99.9% of these were in general and special 
hospitals, with only 895 in mental and tuberculosis 
hospitals. Our estimate of 288,326 such operations for 
the 2,882 nonreplying hospitals raises the total number 
to 1,101,465 (rounded to 1,100,000 on the chart). The 
ratios were 5.4% for all hospitals, 5.5% for general and 
special hospitals, and 0.3% for the mental and tuber- 
culosis hospitals. Considering only the general and 
special hospitals (table 4), the highest ratio of tonsil- 
lectomies performed on inpatients was 6.3% for the 
nongovernmental hospitals; the lowest such ratio was 
0.9% for the Veterans Administration hospitals. In- 
deed, for all of the seven breakdowns according to 
type of control the ratios were markedly different from 
the average ratio of 5.5%. 

The same hospitals reported 358,148 appendecto- 
mies, only 0.2% (832) of which were performed in 
mental and tuberculosis hospitals. It is estimated that 
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an additional 127,814 appendectomies were performed 
in the 2,882 nonreplying hospitals and that the total 
number of these operations in 6,970 hospitals accepted 
tor listing in 1954 was 485,962 (raised and rounded to 
500,000 on the chart). The ratios were 2.4% for all 
hospitals, 2.4% for general and special hospitals, and 
0.3% for mental and tuberculosis hospitals (table 3). 
The appendectomy ratios for the seven different types 
of general and special hospitals ranged from 2.6% for 
the nongovernmental hospitals to 1% for the Veterans 
Administration hospitals. In state general and special 
hospitals the ratios for these two operations were, of 
course, much lower than the corresponding ratios for 
all hospitals—a sharp contrast to the higher ratio for 
malignant neoplastic disease. More than 80% of both 
of these operations were, however, performed in non- 
governmental hospitals, with city and county con- 
trolled hospitals accounting for most of the remainders. 

Size of Hospital_—Appendix tables reveal that about 
30% of the tonsillectomies and appendectomies were 
performed in hospitals having 100 to 199 beds, while 
about 10% of these operations were performed in hos- 
pitals with 50 or fewer beds. The largest hospitals, 
those having 500 or more beds, discharged only about 
6% and 8% of the tonsillectomy and appendectomy 
patients respectively. The smallest hospitals, those 
having fewer than 25 beds, discharged relatively more 
tonsillectomy (7.8%) and appendectomy (3.6%) pa- 
tients out of their total discharges than any other class. 
More generally, these ratios were lower for hospitals 
with more beds—both for all hospitals and for general 
and special hospitals. In the mental and tuberculosis 
hospitals (see appendix tables), approximately three- 
fourths of these operations were performed in the 
largest hospitals, and it was only for the Veterans 
Administration mental and tuberculosis hospitals that 
the ratios approach 1%. When estimates were pre- 
pared for noureplying hospitals according to seven size 
classifications, the total number of tonsillectomies was 
raised by only 34,000 and the number of appendecto- 
mies by only 18,000. 

Hospitals by Region.—Since the east north central 
region had the greatest number of replying hospitals 
and the greatest number of admissions and discharges, 
it is consistent that the largest number of tonsillecto- 
mies and appendectomies was reported by this region 
(see appendix tables). The ratio of tonsillectomies to 
discharges was highest for New England (6.3%) and 
lowest for the east south central region (4.1%). The 
ratios of appendectomies to discharges varied little 
from the average of 2.4% of all regions (see appendix 
tables ). 

Summary 


Of the discharged inpatients treated in hospitals by 
physicians in calendar year 1954, 18.4% were classified 
as obstetric. These totaled approximately 3,800,000— 
about 500,000 more than the number of births in hos- 
pitals reported by the A. H. A. for the 12-month period 
ending Sept. 30, 1954. Physicians performed one or 
more surgical procedures on 39.4%, or about 8,100,000, 
of their hospitalized patients in the calendar year 1954. 
Among these procedures were about 1,100,000 tonsil- 
lectomies and about 500,000 appendectomies. Hospi- 
talized patients who had these two operations per- 
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formed by their physicians were 5.4% and 2.4%, 
respectively, of the total inpatients discharged during 
the year. For the discharged patients from only non- 
governmental general and special hospitals, these 
ratios were 6.3% for tonsillectomies and 2.6% for ap- 
pendectomies. 

In addition to the broad classifications of “obstetric 
inpatients discharged” and “inpatients discharged upon 
whom one or more surgical procedures were per- 
formed,” there were about 8,800,000 “All other” in- 
patients discharged during the calendar year 1954. 
These included patients being treated in hospitals for 
a great variety of conditions; it also included some 
well persons who were briefly hospitalized by their 
physician for “physical check-ups” by the total med- 
ical care team. 

With all types of general and special hospitals (from 
which 98.3% of all inpatients were discharged) con- 
sidered, an estimated 4.9%—or about 1 million in- 
patients—had a primary diagnosis of some form of 
cardiac disease. About 585,000 of the total inpatients, 
discharged from these hospitals in 1954 had a primary 
diagnosis of some form of malignant neoplastic disease; 
this was 3% of the number discharged. About 720,000 
of these discharged inpatients, or 3.6% of the total, 
were discharged with a primary diagnosis of fracture. 
These three diagnostic categories are mutually ex- 
clusive of one another, and they accounted for a total 
of 11.5% of all inpatients discharged from Veterans 
Administration hospitals. Malignant neoplastic disease 
accounted for 6.5% of the discharges from state hos- 
pitals and fractures for 4.2% of those from local gov- 
ernmental hospitals. 

Since it is probable that most, if not all, of the frac- 
ture cases were also accident cases, one interesting 
result of this survey is that at least 22% of the patients 
treated by physicians in hospitals in 1954 and dis- 
charged therefrom did not have diseases but were 
hospitalized for conditions related to pregnancy 
(18.4%) or to accidents (3.6%). Moreover, because 
accidents can and do result in many more diagnostic 
conditions than “fractures,” it is likely that the true 
percentage of patients treated in hospitals by physi- 
cians for conditions due to disease will be found to 
be less than 78%. 
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MEDICAL NEWS 


CALIFORNIA 


Heart Association Moves.—The Los Angeles County Heart As- 
sociation has moved to new headquarters at 660 S. Western 
Ave., Los Angeles 5, in the Franklin Life Building (telephone, 
DUnkirk 5-4231). This move effects a consolidation of the ad- 
ministrative and program offices, formerly located at 316 S. 
Bonnie Brae St., and the heart fund headquarters, formerly 
located at 5501 Wilshire Blvd. 


New Orthopedic Hospital.—Plans have been approved for the 
construction of a $3,780,000 hospital to be built on the present 
site of the Orthopaedic Hospital at 24th and Flower streets in 
Los Angeles. The six-story structure, which will replace the 42- 
year-old main building, will provide 128 bed spaces, remodeled 
outpatient clinics, and four surgical rooms. The building will 
increase bed capacity by 50. The hospital will also enlarge its 
research and training program. 


Dr. Kempe Goes to Colorado.—Dr. C. Henry Kempe, formerly 
assistant professor of pediatrics, University of California School 
of Medicine, San Francisco, has been named head of the de- 
partment of pediatrics at the University of Colorado School of 
Medicine in Denver, succeeding Dr. Robert H. Alway, who re- 
signed in 1955 to join Stanford University School of Medicine, 
Stanford University—San Francisco. Dr. Kempe was scheduled 
to arrive in Denver about Nov. 1. In 1955 Dr. Kempe was on 
leave to the Rockefeller Virus Laboratory in Rome on a Ful- 
bright research grant. He has also carried out virus research in 
India and Indochina. 


ILLINOIS 

Chicago 

Dr. Lawless Honored.—Kupat Holim, the medical department 
of the Israeli Federation of Labor, will establish a 35-bed T. Kk. 
Lawless Dermatology Department as a part of the Beilinson 
Hospital in Israel, an institution of 700 beds, where medical 
students of Jerusalem University take their clinical training. The 
dermatology department will cost $440,500, of which $160,500 
will be raised in the United States by friends of Dr. Lawless of 
Chicago. Kupat Holim has constructed a system of 14 hospitals 
similar to those recently completed in the United States by the 
United Mine Workers. The new T. K. Lawless Dermatology 
Department will serve as a consultation and research center for 
all Kupat Holim institutions in Israel. Kupat Holim honored Dr. 
Lawless “in recognition of his stalwart accomplishments as a 
medical practitioner and teacher. In acknowledgement of his 
broad humanitarianism which transcends the boundaries of race 
and creed. In appreciation of his generous support of the State 
of Israel and its people.” 


KANSAS 

Jordan Memorial Fund.—Friends of Dr. Ralph E. Jordan, Em- 
poria, who died of bulbar poliomyelitis on July 10, have initi- 
ated a memorial fund to be used for the education of his six 
children. Anyone wishing to contribute may send a check to Mr. 
Ivan Anderson, Administrator, Newman Hospital, Emporia. 


KENTUCKY 

Personal.—The University of Louisville School of Medicine an- 
nounces the appointment of Dr. Malcolm D. Thompson as pro- 
fessor of surgery and Dr. DeLou P. Hall as associate professor 
of surgery.——Dr. Robert D. Collins, currently on active duty at 
the Army Research Laboratory, Fort Knox, has been awarded a 
senior research fellowship by the U. S. Public Health Service. 
Following his release from the service, Dr. Collins will spend 
two years studying basic processes in the inflammatory reaction, 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


after which he will return to the department of pathology, Van- 
derbilt University School of Medicine, Nashville, Tenn., as an 
assistant professor. 


LOUISIANA 


Tulane Promotions.—Tulane University School of Medicine, 
New Orleans, announces recent faculty promotions. Promoted to 
the rank of associate professor are Dr. Gustav C. Bahn, opthal- 
mology; Dr. Joseph V. Hopkins, clinical medicine; Drs. Robert 
H. Lennox and Christopher H. Snyder, pediatrics; and Drs. 
John W. S. Hunt, William J. Mogabgab, John C. S. Paterson, 
and Walter G. Unglaub, medicine. Newly appointed assistant 
professors are Dr. Charles C. Abbott, surgery; Dr. Ralph W. 
Buddington Jr., clinical psychiatry; Dr. Cornelia A. Eddy, mi- 
crobiology; Dr. David J. Farwell, otolaryngology; Dr. Henry M. 
Gelfand, epidemiology; Dr. Martin Goldfield, medicine; Drs. 
Francis M. Harris Jr., Stephen L. Madey, and Emma L. Sailors, 
pediatrics; Richard G. Hibbs, Ph.D., anatomy; Dr. Ruth D. 
Paterson, neurology and medicine; Dr. Neill K. Weaver, clinical 
medicine and public health; and Robert G. Yaeger, Ph:D., med- 
icine and tropical medicine and public health. 


Laboratory for Metabolic Research.—The Urban Maes Labora- 
tory for endocrine and metabolic research was recently estab- 
lished in New Orleans under the auspices of the Urban Maes 
Research Foundation and the joint sponsorship of the Louisiana 
State University and Tulane University schools of medicine and 
Touro Infirmary, New Orleans. Temporary facilities will be es- 
tablished at the Louisiana State University School of Medicine 
until a permanent laboratory is constructed at Touro Infirmary. 
Dr. Floyd R. Skelton, former assistant professor of pathology at 
the Medical College of Georgia, Augusta, and now associate 
professor of pathology at Louisiana State University School of 
Medicine, is director of the laboratory. Funds to equip and op- 
erate the laboratory will come from public subscriptions, the 
research foundation, grants from federal agencies, and other 
sources. Dr. Hans Selye, director of the Institute of Experimen- 
tal Medicine and Surgery, University of Montreal, Canada, was 
the principal speaker at the dedication ceremonies. 


MASSACHUSETTS 

Dr. Martha Eliot Goes to Harvard.—Dr. Martha M. Eliot, chief, 
U. S. Children’s Bureau in Washington, D. C., has been ap- 
pointed professor and head of the department of maternal and 
child health at Harvard University School of Public Health, 
Boston. On Jan. 1, 1957, she will succeed Dr. Harold C. Stuart, 
who helped to found the department in 1927 and who asks to 
be relieved of administrative duties and direction of the depart- 
ment’s teaching program so that he may devote most of his time 
to research. Dr. Stuart will continue as a member of the depart- 
ment staff and will concentrate on the completion of a child 
growth and development study for which he and colleagues 
have been accumulating data since 1930. Dr. Eliot has directed 
the activities of the children’s bureau in the U. S. Department 
of Health, Education, and Welfare since 1951. She is currently 
the U. S. representative on the board of the United Nations’ In- 
ternational Children’s Emergency Fund. She is a past-president 
of the American Public Health Association (1947-1948) and 
the National Conference of Social Work (1949). 


Personal.—Dr. Hans Waine, Newton, has been appointed chief 
of staff of the Boston dispensary, a unit of the New England 
Medical Center, Boston. The office of chief of staff is a new 
medical appointment in the development and expansion pro- 
gram of the dispensary, which is constructing a million-dollar 
rehabilitation institute. Dr. Waine will work with Tufts College 
Medical School, Boston, and the other New England Medical 
Center units.——Dr. William A. McCausland, Norwell, has been 
appointed medical director of Hood Rubber Company, a di- 
vision of the B. F. Goodrich Company, Watertown.——Dr. Lau- 
rence L. Robbins, chief, department of radiology, Massachusetts 
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General Hospital, Boston, was recently chosen the George Wins- 
low Holmes Lecturer for 1956. His topic was “The Radiologist 
Faces Automation.” After the lecture before the annual meeting 
of the New England Roentgen Ray Society, a silver Paul Revere 
pitcher was presented to him.——Dr. Joseph W. Gardella, re- 
search associate in medicine, Harvard Medical School, has been 
named assistant dean for student affairs in the faculty of medi- 
cine, Harvard University, succeeding Dr. William F. Ketchum, 
who plans to return to private practice. At Harvard College, 
Dr. Gardella was captain of the varsity football team in 1940. 


MINNESOTA 


Dr. Huenekens Honored.—Dr. Edgar J. Huenekens was honored 
for his long service to pediztrics and to the community at a 
recent banquet in Minneapolis, sponsored by members of the 
Minneapolis Pediatric Society, most. of whom received their 
professional training under Dr. Huenekens. A library fund, 
bearing Dr. Huenekens’ name, has been established for the fu- 
ture Children’s Hospital in Minneapolis. 


Gray Memorial Fund.—The Howard K. Gray Memorial Fund, in 
memory of Dr. Gray, head of a section of surgery at the Mayo 
Clinic from 1935 until his death, Sept. 6, 1955, will provide 
grants to fellows or former fellows of the Mayo Foundation for 
travel and other expenses incidental to visits to leading surgical 
centers in the United States and Canada. The recipients will be 
nominated by a committee consisting of the director of the 
Mayo Foundation, the chairman of the Surgical Society of the 
Mayo Clinic, all surgeons who serve as members of the board of 
governors of the Mayo Clinic, and such other persons as may be 
selected. Contributions thus far are sufficient to assure a return 
income that will allow the recipient to spend at least two 
weeks at some American surgical center. 


Blood Bank Dedicated.—The $400,000 Minneapolis War Me- 
morial Blood Bank was dedicated on Nov. 11 at 2303 Park Ave., 
South, with Dr. Leroy E. Burney, surgeon general, U. S. Public 
Health Service, Washington, D. C., as guest speaker. The bank 
will collect blood for the use of all hospitals in the community 
and will provide (1) a central depository where various groups 
can deposit their blood to their credit and have it available 
when needed at any point in the city; (2) a community-con- 
trolled reserve of plasma adequate for ordinary disasters; (3) a 
technical laboratory team to assist in transfusion problems, to 
study transfusion reactions, and to contribute to transfusion 
safety; and (4) a completely equipped laboratory in which to 
carry out studies of Rh and other hereditary antigens in blood. 
G. Albin Matson, Ph.D., is director of the bank. 


MISSOURI 


Personal.—Dr. Walter J. Burdette was recently appointed pro- 
fessor of clinical surgery at the St. Louis University School of 
Medicine, director of the St. Louis University surgical service at 
Veterans Hospital, and cancer coordinator for the school of 
medicine. 


Hospital News.—The Jewish Sanatorium has moved from Fee 
Fee Road, Robertson, to new quarters at the Jewish Hospital 
medical center, 216 Kingshighway Blvd., St. Louis, where the 
sanatorium patients will be cared for in the 68-bed chronic 
disease division of the Mark C. Steinberg Memorial Hospital. 
The move is part of a larger project integrating the facilities 
and program at the sanatorium, the Miriam Rosa Bry Convales- 
cent-Rehabilitation Hospital, Webster Groves, and the Jewish 
Medical Social Service Bureau into one large medical center at 
the Jewish Hospital of St. Louis. 


NEW YORK 


Premature Baby Care.—The New York State Department of 
Health has approved Samaritan Hospital in Troy as a center for 
premature baby care. Parents of premature infants born in 
Samaritan Hospital may receive financial assistance from the 
state and county if the extended care necessary for premature 
infants represents a financial problem. Parents of such pre- 
mature infants may apply to the Rensselaer County Health 
Department for the financial assistance, which must be author- 
ized by the Rensselaer County Children’s Court. 
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Dr. Taylor’s Centennial.—Dr. J. Richard Taylor, Brooklyn, de- 
scendant of President Zachary Taylor, celebrated his 100th 
birthday, Nov. 22. Dr. Taylor served in the Spanish-American 
War, was surgeon in charge of the Johnstown Flood emergency 
operation, and’ was influential in the opening of the Northwest 
Territory. Now a resident of the Buckminster Nursing Home, 
630 Ocean Ave., he is said to be the oldest living graduate of 
the University of Pennsylvania School of Medicine, Phila- 
delphia. 


Faculty Promotions.—The State University of New York College 
of Medicine in Syracuse announces the following promotions: 


Department of radiology: Dr. Paul A. Riemenschneider, full professor; 
Dr. Alfred S. Berne, associate professor; and Dr. Alfred Schick, assistant 
professor. 

Department of surgery: Dr. Lloyd S. Rogers, associate professor; and Drs. 
William L. Parry, George A. Sisson, Bernard S. Piskor, Donald F. Buschle, 
Paul M. Cramer, Jacob S. Israel, Clifford J. Straehley Jr., and Frederick E. 
Wetherell, clinical assistant professors. 

Department of medicine: Drs. Max Kutzer and Paul C. Clark, clinical pro- 
fessors; Drs. Robert E. Westlake and William A. Schiess, clinical associate 
professors; and Drs. George R. Burnett, Benjamin F. Levy, Murray A. Gross- 
man, Irving Swartz, and Armand U. Aquilino, clinical assistant professors. 

Department of otolaryngology: Drs. David W. Brewer, Lee R. Stoner Jr., 


and Richard L. Sullivan, clinical associate professors; Drs. David L. Poush- © 


ter and Wesley H. Bradley, clinical assistant professors; and Dr. George G. 
Lerner, assistant professor. 

Department of obstetrics: Dr. Albert W. Van Ness, clinical professor; and 
Dr. James N. Capps, clinical assistant professor. 


New York City 


Lecture on Neoplastic Diseases.—In its series of lectures on 
neoplastic diseases, Montefiore Hospital will offer “Carcinoma 
of the Ovary” by Dr. Howard C. Taylor Jr., professor of obstet- 
rics and gynecology, Columbia University College of Physicians 
and Surgeons, Jan. 4, 1957, at 3 p. m., in the West Basement 
Conference Hall. 


New Psychiatry Professor at Social Work School.—Dr. Maurice 
R. Friend, lecturer at the State University College of Medicine 
Psychoanalytic Institute, has been appointed the first professor 
of psychiatry to occupy the recently established Marion E. Ken- 
worthy Chair in Psychiatry at the New York School of Social 
Work, Columbia University. The chair was created by a $400,000 
endowment fund contributed by friends of Dr. Marion E. Ken- 
worthy on her retirement as professor of psychiatry at the school. 
Dr. Friend will continue in private practice. 


TENNESSEE 

Personal.—Dr. Virgil S. LeQuire, assistant professor of anatomy, 
Vanderbilt University School of Medicine, Nashville, has been 
awarded a senior research fellowship by the U. S. Public Health 
Service. The title of his project is “Vascular Embolization.” 


WEST VIRGINIA 


Camp for Handicapped Children.—According to the West Vir- 
ginia State Medical Association, Galahad, the new camp for 
handicapped children, now under construction at Quick, 35 mi. 
northeast of Charleston, will be used next summer by diabetic 
and blind children of the state. A continuing statewide fund- 
raising campaign is in progress. Dr. Richard V. Lynch Jr., 
Clarksburg, and Drs. John H. Gile and Oliver H. Brundage, 
Parkersburg, are members of the planning committee. 


Personal.—Dr. William §$. Herold, Fayetteville, has been ap- 
pointed health officer of Fayette County.——Dr. Guy R. Post, 
Parkersburg, director of the Wood County-Parkersburg Health 
Department, has been named a member of the Royal Society of 
Health of London.——Dr. Laurence L. Duncan, a native of 
Charleston, has been named assistant professor of pathology at 
West Virginia University School of Medicine, Morgantown. He 
interned at Henry Ford Hospital in Detroit and recently com- 
pleted a residency in surgery at the Veterans Administration 
Hospital in Houston, Texas.——Dr. Helen B. Fraser, Charleston, 
director, division of maternal and child health, state department 
of health, since 1952, recently resigned to accept appointment 
as director, division of maternal and child health, Kentucky 
State Department of Health, with headquarters in Louisville.—— 
Lieut. E. Lowell Berry, M. C., U. S. Naval Reserve, who has 
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been on duty at the Boston Naval Shipyard dispensary for two 
years, has accepted appointment in Pittsburgh as chief, division 
of industrial health, Allegheny County Department of Health, 
and as lecturer in occupational medicine, University of Pitts- 
burgh Graduate School of Public Health. 


GENERAL 


Seminar in Plastic and Reconstructive Surgery.—The American 
Otorhinologic Society for Plastic Surgery will hold a seminar in 
plastic and reconstructive surgery of the head and neck at the 
Louisiana State University School of Medicine, New Orleans, 
Feb. 17-23, 1957. Information may be obtained from Dr. Louis 
J. Feit, Secretary, 66 Park Ave., New York 16. 


Award in Proctology.—The International Academy of Proctology 
announces its annual award contest for 1956-1957 in which the 
best unpublished contribution on proctology or allied subjects 
will be awarded $100 and a certificate of merit. Entries (limited 
to 5,000 words, typewritten in English, and submitted in five 
copies) should be submitted before Feb. 1, 1957, to the Inter- 
national Academy of Proctology, 147-41 Sanford Ave., Flush- 
ing, N. Y. 


Oscar Hunter Memorial Award.—The American Therapeutic 
Society invites nominations for the Oscar Hunter Memorial 
award, presented annually in honor of its late secretary, Dr. 
Oscar B. Hunter. The award consists of a bronze medal struck 
in the likeness of Dr. Hunter and engraved with the name of the 
recipient. The winner is expected to present a paper at the time 
of the award. Travel expenses to the meeting will be furnished. 
Nominations for the 1957 award should be submitted before 
cae 1 to Dr. Harry E. Ungerleider, 393 Seventh Ave., New 
York 1. 


Kraepelin Commemorative Meeting.—During the 123rd annual 
meeting of the American Association for the Advancement of 
Science, Dec. 26-31, in New York City, a symposium, “Epi- 
demiology of Mental Disorders,” will be presented under the 
co-sponsorship of the American Psychiatric Association and the 
American Public Health Association at the Sky Top, Hotel Statler. 
The program, which will commemorate the centennial of the 
birth of Emil Kraepelin, has been arranged by Dr. Benjamin 
Pasamanick, Ohio State University Health Center, Columbus. 
It will open at 9 a. m. Thursday with the memorial lecture by 
a ag Kahn, Houston, Texas. In all, 12 presentations will 


Program of Engineering Section.—At the meeting of the Ameri- 
can Association for the Advancement of Science, Statler Hotel, 
New York City, Dec. 26-27, the engineering section will present 
a program on “Aids for Environmental Control,” which will open 
Wednesday, 9:30 a. m., with “Overcoming Normal and Ab- 
normal Physical Limitations.” Wednesday afternoon the session 
on “Extending Mental and Rational Powers” will be opened by 
Dr. Charles M. Gratz, New York City, whose subject will be 
“Biomechanics in Crash Mortality: The Surgical Approach Co- 
ordinating Man’s Built-in Crash Defenses.” The Thursday morn- 
ing program will consist of four papers: “Translating Teletype- 
setter Tape to Braille,” “Reduction of Speech Signals for Easier 
Transmission,” “Mechanical Translation of German,” and “Me- 
chanical Translation of Russian.” 


Millions in Grants for Cancer Research.—_The American Cancer 
Society, which recently reorganized its research program, an- 
nounces that it can distribute at least 7 million dollars in 1957 to 
individual scientists and research institutions prepared to investi- 
gate problems pertinent to cancer control. Application forms may 
be obtained by writing to the American Cancer Society, 521 W. 
57th St., New York 19. Applications received before Jan. 1 will 
be acted on during the late winter and early spring, and most 
grants will become effective July 1, 1957. Other deadlines for 
receipt of applications will be May 1 and Sept. 1. Types of 
grants include project grants, program grants, institutional re- 
search grants, contracts for research, postdoctoral fellowships, 
scholarships in cancer research, and additional faculty-level 
positions. 
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Course on Diseases of the Chest.—The sixth biennial postgrad- 
uate course on diseases of the chest, co-sponsored by the Los 
Angeles County Tuberculosis and Health Association and the 
Los Angeles County Medical Association, will be given Jan. 31- 
Feb. 2 in Los Angeles. Among many other things on the program 
will be a cancer workshop, with division of the class into small 
groups involving a panel composed of a surgeon, an internist, 
and a pathologist. An optional feature on Wednesday will be 
specially arranged observations of local hospital! clinics, activi- 
ties, and conferences. The faculty will include Drs. David T. 
Carr, Rochester, Minn.; Maurice S. Segal, Boston; Edgar W. 
Davis, Washington, D. C.; H. Corwin Hinshaw, San Francisco; 
and local chest specialists. The registration fee of $35 will in- 
clude a banquet on Thursday evening. Information may be ob- 
tained by writing to Dr. David Salkin, 1670 Beverly Blvd., Los 
Angeles 26. 


Fourth Fatal Case of Rabies.—According to the U. S. Public 
Health Service, S. Edward Sulkin, Ph.D., Southwestern Medical 
School of the University of Texas, Dallas, has reported a fatal 
case of human rabies, the fourth in the area during the current 
year. The victim was a 63-year-old man whose death followed 
an incubation period of 54 days. The California State Depart- 
ment of Public Health has reported a total of 264 cases of rabies 
in animals for the period Jan. 1—Oct. 9, 1956. Of these, 126 
were in dogs, 101 in skunks, and 27 in cattle. The remainder 
were in various domestic and wild animals. Dr. Walton H. Y. 
Smith, Montgomery, Alabama State Department of Public 
Health, has reported the second case of bat rabies within one 
month. A bat with symptoms of rabies captured in Mobile 
County showed Negri bodies in its brain tissue. Rabies virus 
was isolated from both the brain and salivary glands at the Virus 
and Rickettsia Laboratory, U.S. Public Health Service, Mont- 
gomery. The bat was identified as an insectivorous species, 
Lasiurus borealis borealis. 


Grant for Mental Health Study.—Dr. Jack R. Ewalt, director of 
the three-year national mental health study recently initiated 
by the Joint Commission on Mental Illness and Health (808 
Memorial Dr., Cambridge, Mass.) has announced receipt of 
$25,000 from the Smith, Kline and French Foundation of Phila- 
delphia for support of the commission’s work. The purposes of 
the commission’s study are to appraise mental health knowledge 
and methods and find new approaches to combating mental 
illness or better ways of implementing existing methods. The 
study was undertaken under a 1955 Act of Congress authorizing 
the National Institute of Mental Health to grant $1,250,000 and 
providing for acceptance by the commission of additional sup- 
port from nongovernmental sources. The Smith, Kline and 
French grant is the first received from private foundations or 
industrial sources as a supplement to the government funds. 
Dr. Kenneth E. Appel of Philadelphia is president of the Joint 
Commission on Mental Illness and Health and Dr. Leo H. Barte- 
meier of Baltimore is chairman of its board of trustees. 


Continental Casualty Research Grants.—The Continental Casu- 
alty Company has established grants in support of promising 
research in student medicine to encourage investigation that will 
promote the health of college students and benefit student medi- 
cal practices. Two grants of $500 will be made annually, one 
to support research in a college of less than 2,000 enrollment, 
the other in a college of more than 2,000 enrollment. Grants can 
be used for either clinical or experimental research {1) as the 
sole source of support for exploratory or small-scale studies or 
(2) in conjunction with college or other funds to support sec- 
tions of a large-scale research project. Grant recipients will be 
selected by the committee on research of the American College 
Health Association. Member colleges are invited to submit re- 
search proposals (six copies) at any time. Recipients, to be 
announced at the annual meeting of the association, will be 
based on all proposals received by Feb. 1 of that year. Proposals 
may be mailed to John Summerskill, Ph.D., Chairman, Com- 
mittee on Research, Student Medical Clinic, Cornell University, 
Ithaca, N. Y. 


Research Centers in Higher Education.—The Carnegie Corpora- 
tion of New York, 589 Fifth Ave., New York 17, has issued a 
list of grants totaling almost 2 million dollars and providing for 
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the establishment of new research centers in higher education 
on the Atlantic and the Pacific coasts. The grants include: 
$400,000 to the University of California, Berkeley; and $375,000 
to Teachers College of Columbia University, New York, for 
investigation into the critical issues now facing higher education 
in America; $375,000 to the American Council on Education in 
Washington, D. C., to provide for the creation of an office of 
statistical information and research on higher education; $150,000 
to Columbia University, New York, for evaluation of Columbia’s 
complex responsibilities and commitments as a university of 
world renown and national stature as well as a New York City 
institution; $145,000 to the University of Pennsylvania, Phila- 
delphia, for a study of its college of arts and sciences and the 
graduate school of arts and sciences; and $35,000 to Tufts Uni- 
versity, Medford, Mass., for a self-study that will help coordinate 
its complex structure as a university having five undergraduate 
schools and colleges and four graduate schools. 


Record Number of Traffic Deaths.—According to the National 
Safety Council, traffic deaths for the first six months of 1956 
totaled 18,120, an all-time high for the period and 10% more 
than for six months in 1955. The previous high was 17,320 in 
the first half of 1937. June was the 16th consecutive month to 
bring a higher traffic toll than in the corresponding month of the 
year before. Forty-seven states reported to the council for June, 
with 13 showing decreases in deaths, 2 no change, and 32 in- 
creases. For the six-month period, 11 states (Rhode Island, New 
Hampshire, Minnesota, Connecticut, South Dakota, Nevada, 
Delaware, Tennessee, Michigan, Illinois, and Maryland ) reported 
decreases in deaths, 2 had no change, and 34 showed increases. 
The reports of 563 cities revealed that most of the traffic toll is 
occurring on the open road. The cities reported an increase of 7% 
in deaths for the six-month period, while the increase for the na- 
tion as a whole was 10%. For the six-month period, 193 cities had 
decreases, 168 no change, 202 reported increases, and 188 cities 
still were maintaining perfect records. The three leaders, in order 
of size, were Reading, Pa. (109,300), Utica, N. Y. (101,500), 
and Pawtucket, R. 1. (81,400). 


Training Program in Cancer.—The Graduate School of Public 
Health, University of Pittsburgh, announces a new program of 
advanced study and field training for students interested in can- 
cer and other chronic diseases. According to Dr. Thomas Parran, 
dean, this is the first training program of its kind to be supported 
by the National Cancer Institute. It will require an annual budget 
of about $100,000 for five years. The grant from the institute will 
be matched in equal amounts by funds from the school. Ad- 
vanced students taking part in the program are physicians, 
statisticians, laboratory research workers, engineers, social scien- 
tists, nurses, and other students with suitable interests and pro- 
fessional backgrounds. The two-year training program provides 
basic training in public health methods and gives the student 
the opportunity to work with community studies relating to 
chronic diseases and the evaluation of control program activities. 
Classroom instructions are supplemented by advanced clinical 
training and field research. Fellowships provided for under the 
new program cover tuition and personal stipends for a 24-month 
period for those who do not have a master of public health degree 
or for a shorter period for those who do have the degree or its 
equivalent. Inquiries concerning admission to the program and 
fellowships should be addressed to the Dean, Graduate School 
of Public Health, University of Pittsburgh, Pittsburgh 13. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 18-20. Sec., Dr. D. G. Gill, 
State Office Bldg., Montgomery 4. 

Anizona:® Examination. Phoenix, Jan. 16-18, Reciprocity. Phoenix, Jan. 19. 
Exec. Sec., Mr. Robert Carpenter, 826 Security Bldg., Phoenix. 

—— :® Examination. Little Rock, June. Sec., Dr. Joe Verser, Harris- 
urg 
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Connecticut:® Examination. New Haven, Mar. 12-14. Sec., Dr. Creighton 
Barker, 160 St. Ronan St., New Haven. 

DevawareE: Examination. Dover, Jan. 8-10. Reciprocity. Dover, Jan. 17. 
Sec., Dr. Joseph S. McDaniel, 225 So. State St., Dover. 

District or CotumsBia:*® Examination. Washington, May 13-14. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington. 

Georcia: Examination and Reciprocity. Augusta and Atlanta, June. Sec., 
Mr. Cecil L. Clifton, 111 State Capitol, Atlanta 3. 

IpaHo: Examination and Reciprocity. Boise, Jan. 7-9. Exec. Sec., Mr. 
Armand L. Bird, 364 Sonna Bldg., Boise. 

I_urnors: Examination and Reciprocity. Chicago, Feb. 4-7. Supt. of Regis., 
Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 

MASSACHUSETTS: Examination. Boston, Jan. 15-18. Sec., Dr. Robert C. 
Cochrane, State Office Bldg., Boston. 

Micuican:* Examination. Ann Arbor and Detroit, June. Sec., Dr. E. C. 
Swanson, 118 Stevens T. Mason Bldg., West Michigan Ave., Lansing 8. 

MINNESOTA:® Examination. Minneapolis, Jan. 22-24. Reciprocity. St. Paul, 
Feb. 12-13. Sec., Dr. F. H. Magney, 230 Lowry Medical Arts Bldz., 
St. Paul 2. 

Mississipr1; Examination. Jackson, June. Asst. Sec., Dr. R. N. Whitfield, 
Old Capitol, Jackson. 

Montana: Examination and Reciprocity. Helena, Apr. 2-3. Sec., Dr. S. A. 
Cooney, 214 Power Block, Heiena. 

NEBRASKA:® Examination. Omaha, June 17-19. Director, Mr. Husted k. 
Watson, Room 1009, State Capitol Bldg., Lincoln 9. 

Nevaba:? Examination and Reciprocity. Reno, Jan. 8. Sec., Dr. G. H. Ross, 
112 North Curry St., Carson City. 

New HampswirneE: Examination and Recipracity. Concord, March 13-14. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 

New Jersey: Examination. Trenton, June 18-21. Sec., Dr. Patrick H. Cor- 
rigan, 28 West State St., Trenton. 

New York: Examination. Albany, Buffalo, New York and Syracuse, Feb. 
5-8. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

Nortu Carouina: Reciprocity. Charlotte, Jan. 14. Asst. Sec., Mrs. Louise 
J. McNeill, 716 Professional Bldg., Raleigh. 

Nortu Dakota: Examination and Reciprocity. Grand Forks, Jan. 2-5. 
Sec., Dr. C. J. Glaspel, Grafton. 

OKLAHOMA:® Examination. Oklahoma City, June 11-12. Sec., Dr. E. F. 
Lester, 813 Braniff Building, Oklahoma City. 

OreGon:*® Reciprocity. Portland, Jan. 4-5. Examination. Portland, Jan. 7-8. 
Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia, Jan. 7-10. Act. Sec., Mrs. 
Marguerite G. Steiner, Box 911, Harrisburg. 

Ruove Istanp:*® Examination. Providence, Jan. 3-4. Administrator, Mr. 
Thomas B. Casey, 366 State Office Bldg., Providence. 

Soutn Daxora:® Examination. Sioux Falls, Jan. 21-22. Ex. Sec., Mr. John 
C. Foster, 300 First National Bank Bldg., Sioux Falls. 

Uran: Examination. Salt Lake City, July 11-18. Director, Mr. Frank E. 
Lees, 324 State Capitol Bldg., Salt Lake City 1. 

VERMONT: Examination and Reciprocity. Burlington, Jan. 30, Feb. 1. Sec., 
Dr. F. J. Lawliss, Richford. 

WasHINGTON:*® Examination and Reciprocity. Seattle, Jan. 14-16 and Jan. 
12. Sec., Mr. Edward C. Dohm, Olympia. 

West Vircinia: Examination. Charleston, Jan. 7-9. Sec., Dr. Newman H. 
Dyer, State Office Building No. 3, Charleston 5. 

Wisconsin:* Reciprocity. Jan. 9. Examination. Madison, Jan. 8-10. Sec., 
Dr. Thomas W. Tormey, Jr., 1140 State Office Bldg., 1 West Wilson St., 
Madison. 

Wyominc: Examination and Ricteeoe. Cheyenne, Feb. 4. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 

ALAsKA:® On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Sec., Dr. S. F. Provencher, Agana. 

Hawau: Examination. Honolulu, Jan. 14-15, Sec., Dr. I. L. Tilden, 1020 
Kapiolami St., Honolulu. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ARKANSAS: Examination. Little Rock, May 6-7. Sec., Mr. S. C. Dellinger, 
Zoology Department, University of Arkansas, Little Rock. 

Connecticut: Examination. New Haven, Feb. 9, Exec. Asst., Mrs. Regina 
G. Brown, 258 Bradley St., New Haven 10. 

Fiorina: Examination. Miami, June 8. Sec., Mr. M. W. Emmel, Box 340, 
University of Florida, Gainesville. 

Iowa: Examination. Des Moines, Jan. 8. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MicHnican: Examination. Detroit and Ann Arbor, Feb. 8-9. Sec., Mrs. Anne 
Baker, 116 Stevens T. Mason Bldg., Lansing. 

Mixnesota: Examination. Minneapolis, Jan. 8-9. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, University of Minnesota, Minneapolis. 

NeEBraska: Examination. Omaha, Jan. 8-9. Director, Mr. Husted K. Watson, 
Room 1009, State Capitol Bldg., Lincoln 9. 

Nevapa: Examination. Reno, Jan. 8. Sec., Dr. Donald G. Cooney, Box 9005, 
University Station, Reno. 

New Mexico: Examination, Santa Fe, Jan. 20. Reciprocity. Santa Fe, Jan. 6. 
Sec., Mrs. Marguerite Cantrell, Box 1522, Santa Fe. 

OxLaHoMa: Examination. Oklahoma City, April 19-20. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 

Texas: Examination. Austin, April. Sec., Bro. Raphael Wilson, 407 Perry- 
Brooks Bldg., Austin. 

Wasnincton: Examination. Seattle, Jan. 9-10. Sec., Mr. Edward C. Dohm, 
Oiympia. 

Wisconsin: Examination. Milwaukee, April 6. Sec., Dr. W. H. Barber, 
621 Ransom St., Ripon. 

ALASKA: Examination and Reciprocity. Anchorage and Juneau, first week of 
February, April, June, August and November. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 
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Lyman, David Russell ® Wallingford, Conn.; born in Buffalo, 
N. Y., March 8, 1876; University of Virginia Department of Medi- 
cine, Charlottesville, 1899; past-president of the New Haven 
County Medical Society, Connecticut State Medical Society, 
American Sanatorium Association, Connecticut Tuberculosis As- 
sociation, and American Climatological and Clinical Association; 
a founder and past-president of the National Tuberculosis Asso- 
ciation, which in 1943 awarded him the Trudeau medal; member 
of the American Trudeau Society; during World War I served 
with the American Red Cross in France and was a member of the 
commission for the prevention of tuberculosis in France; an as- 
sociate fellow of Branford College of Yale University, New 
Haven; a member of the council of the Henry Phipps Institute 
of the University of Pennsylvania in Philadelphia; held honorary 
degrees from Yale University, New Haven, and Wesleyan Univer- 
sity, Middletown; a director of the First National Bank; for many 
years superintendent of the Gaylord Farm Sanatorium, where 
since 1953 was superintendent emeritus; died in the Grace-New 
Haven Community Hospital, New Haven, Oct. 15, aged 80, of 
leukemia. 


Aubrey, John Forsyth, Miami, Fla.; born in Lynchburg, Va., 
Nov. 25, 1883; University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore, 1921; an asso- 
ciate member of the American Medical Association; member of 
the Medical and Chirurgical Faculty of Maryland; for many 
years practiced in Baltimore, where he was physician on the 
board of education; for 17 years surgeon of the Maryland State 
Penitentiary in Baltimore; medical officer with the 29th division, 
National Guard, during World War II and served as depot sur- 
geon of the Philadelphia Signal Depot; retired as a colonel in 
1946 after 23 years in the Army Reserve; veteran of World War I; 
died in the Mount Alto Veterans Administration Hospital, Wash- 
ington, D. C., Oct. 4, aged 72, of paralysis agitans and cerebral 
atrophy. 


Stephens, Philip Howard, Chino, Calif.; Washington University 
School of Medicine, St. Louis, 1899; formerly on the faculty of 
the College of Medical Evangelists, Loma Linda and Los Ange- 
les; an associate member of the American Medical Association; 
member of the American Association for the Surgery of Trauma 
and the Industrial Medical Association; fellow of the American 
College of Surgeons; past-president of the Los Angeles County 
Medical Society; on the staffs of the Hospital of the Good 
Samaritan, Presbyterian Hospital-Olmsted Memorial, and the 
Cedars of Lebanon Hospital in Los Angeles; served as chief 
surgeon of the Union Pacific Railroad and medical director of 
the Southern California Bell Telephone Company; died in the 
Hospital of the Good Samaritan, Los Angeles, Sept. 8, aged 80. 


Boyes, Truman Leo ® New York City; born in Mount Hope, 
Ontario, Canada, 1898; University of Toronto Faculty of Medi- 
cine, Toronto, Canada, 1922; specialist certified by the American 
Board of Ophthalmology; member of the American Academy of 
Ophthalmology and Otolaryngology and the Association for Re- 
search in Ophthalmology; fellow of the American College of 
Surgeons; clinical professor of ophthalmology at the New York 
University Post-Graduate Medical School; formerly on the 
faculty of the New York University-Bellevue Medical Center; on 
the staffs of the St. Mary’s Hospital in Hoboken, N. J., New York 
Eye and Ear Infirmary, Misericordia Hospital, and the Manhat- 
tan Eye, Ear and Throat Hospital; died in the Doctors Hospital 
Oct. 17, aged 58, of a heart attack. 


McCamant, Thomas Jefferson ® E] Paso, Texas; Fort Worth 
School of Medicine, Medical Department of Fort Worth Univer- 
sity, Fort Worth, 1902; past-president of the E] Paso County 
Medical Society; served as president of the Texas Public Health 
Association; veteran of the Spanish-American War and World 
War I; during World War II served as chairman of procurement 
and assignment of physicians for the Armed Forces; formerly 


@ Indicates Member of the American Medical Association. 


city and county health officer; in 1935 a three county health unit, 
comprising E] Paso, Hudspeth, and Culbertson counties, was 
established under his supervision; on the staffs of the Southwest- 
ern General Hospital and the Hotel Dieu, Sisters’ Hospital; died 
Sept. 2, aged 82, of coronary occlusion. 


Gervin, Peter Alphonse, San Diego, Calif.; born in Athol, Mass., 
Aug. 20, 1920; Tufts College Medical School, Boston, 1946; 
certified by the National Board of Medical Examiners; interned 
at the U. S. Naval Hospital in Corona; formerly a resident at the 
City Memorial Hospital in Winston-Salem, N. C., and the San 
Diego County General Hospital; served in the U. S. Naval 
Reserve; on the staffs of the Mercy Hospital, Balboa Hospital, 
Quintard Hospital, Villa View General Hospital, La Mesa 
( Calif.) Community Hospital, and the Chula Vista ( Calif.) Hos- 
pital; died Sept. 24, aged 36, of sarcoma. 


Gibson, Stanley ® Chicago; born April 9, 1883; Northwestern 
University Medical School, Chicago, 1913; specialist certified by 
the American Board of Pediatrics; professor of pediatrics emeri- 
tus at his alma mater; member of the American Pediatric Society, 
Institute of Medicine of Chicago, and the American Academy of 
Pediatrics; veteran of World War I; served on the staffs of St. 
Luke’s Hospital and the Children’s Memorial Hospital; in 1949 
DePauw University, Greencastle, Ind., awarded him an honorary 
doctor of science degree; died in the Veterans Administration 
Research Hospital Oct. 24, aged 73, of cancer. 


Alexander, John Eugene, Charlotte, N. C.; Meharry Medical 
College, Nashville, Tenn., 1930; consultant, Good Samaritan 
Hospital; died Sept. 25, aged 53. 


Allen, Wilmot B., New York City; Baltimore Medical College, 
Baltimore, 1898; member of the Medical Society of the State of 
New York; consulting ophthalmologic surgeon at St.‘ Francis’ 
Hospital; one of the founders of the Bronx Eye and Ear Infirm- 
ary, where he was consultant in ophthalmology and for many 
years secretary of its board of trustees; honorary assistant eye 
surgeon at New York Eye and Ear Infirmary; died in St. Luke's 
Hospital Oct. 12, aged 81, of ruptured abdominal aortic 
aneurysm. 


Aydelotte, Benjamin Fisher ® Louisville, Ky.; University of 
Louisville School of Medicine, Louisville, 1933; member of the 
Southeastern Surgical Congress; fellow of the International Col- 
lege of Surgeons; veteran of World War II; for many years on 
the staffs of the St. Joseph Infirmary and Kentucky Baptist Hos- 
pital; died Sept. 30, aged 57, of cancer. 


Bate, Richard Alexander, Louisville, Ky.; Hospital College of 
Medicine, Louisville, 1892; formerly on the faculty of his alma 
mater; served on the staffs of St. Joseph and Norton Memorial 
infirmaries and SS. Mary and Elizabeth, Kentucky Baptist, and 
Jewish hospitals; died Oct. 6, aged 85, of uremia and cerebral 


arteriosclerosis. 


Beil, John Wallace ® Kansas City, Mo.; University Medical Col- 
lege of Kansas City, 1901; member of the American Academy 
of Ophthalmology and Otolaryngology; specialist certified by the 
American Board of Ophthalmology; veteran of the Spanish- 
American War; on the staff of St. Joseph Hospital; died Sept. 22, 
aged 81, of arteriosclerosis. 


Biggar, Robert John ® Awali, Bahrein Islands in Persian Gulf; 
Wayne University College of Medicine, Detroit, 1937; veteran 
of World War Il; medical director of the California-Texas Oil 
Company; died Sept. 21, aged 47. 


Blender, William ® Peoria, Il].; Keokuk Medical College, College 
of Physicians and Surgeons, Keokuk, Iowa, 1904; past-president 
of the Peoria Medical Society; member and past-president of 
the staff, St. Francis Hospital, where he died Sept. 27, aged 73. 


Borodkin, Howard David, Philadelphia; Hahnemann Medical 
College and Hospital of Philadelphia, 1953; certified by the 
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National Board of Medical Examiners; resident at the Hahne- 
mann Medical College and Hospital, where he died Oct. 12, 
aged 31, of carcinoma of the colon. 


Boyce, Addisone Schipper, New City, N. Y.; New York Medical 
College and Hospital for Women, Homeopathic, New York City, 
1906; formerly on the faculty of her alma mater; served on the 
staffs of the Woman’s Hospital and the Flower and Fifth Avenue 
Hospitals in New York City; died in the Doctors Hospital, New 
York City, Oct. 17, aged 73, of coronary thrombosis. 


Brand, Andrew J. ® Prairie, Miss.; Memphis Hospital Medical 
College, Memphis, Tenn., 1901; died Oct. 6, aged 86. 


Brown, James Adlai, Jr. ® Evansville, Ind.; Howard University 
College of Medicine, Washington, D. C., 1934; veteran of World 
War II; on the staffs of the Protestant Deaconess Hospital and 
St. Mary’s Hospital, where he died Sept. 25, aged 50, of pan- 
creatitis and hepatitis. 


Burhyte, Egbert L. © Niagara Falls, N. Y.; University of Buffalo 
School of Medicine, Buffalo, 1911; member of the Industrial 
Medical Association; fellow of the American College of Surgeons; 
on the staffs of the Mount St. Mary’s Hospital and the Niagara 
Falls Memorial Hospital, where he was chief of staff and chief 
of surgery and where he died Sept. 27, aged 70, of cerebral 
thrombosis. 


Carliner, Paul Elliott © Baltimore; University of Maryland 
School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1934; also a graduate in pharmacy; member of the 
American Academy of Allergy; veteran of World War II; in- 
structor in medicine at Johns Hopkins University School of Medi- 
cine; on the staffs of the Sinai Hospital and the Johns Hopkins 
Hospital, where he died Oct. 13, aged 46, of a heart attack. 


Clayton, Ione Shultz ® Arkansas City, Kan.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, Chicago, 1908; died Sept. 16, aged 71, of cerebral 
hemorrhage. 


Collins, Edward Ladow, Grand Rapids, Mich.; Detroit College 
of Medicine and Surgery, Detroit, 1916; served as superintend- 
ent of the Michigan Employment Institute for the Blind in 
Saginaw; died Sept. 25, aged 77, of cerebral embolism, coronary 
occlusion, and arteriosclerosis. 


Corby, John Francis ® Colonel, U. S. Army, retired, Sonoma, 
Calif.; Medico-Chirurgical College of Philadelphia, 1913; served 
in France during World War I; veteran of World War II; entered 
the Medical Corps of the U. S. Army in 1917 and retired Sept. 30, 
1946; died in the Letterman Army Hospital, San Francisco, 
Oct. 5, aged 64. 


Croft, Marion Eugene, Hopkinsville, Ky.; University of Nash- 
ville Medical Department, Nashville, Tenn., 1900; Hospital 
College of Medicine, Louisville, 1902; honorary staff member of 
the Jennie Stuart Memorial Hospital, where he died Sept. 13, 
aged 81, of cerebral arteriosclerosis. 


Crook, Roy, Downey, Calif.; John A. Creighton Medical College, 
Omaha, 1905; for many years practiced in Lincoln, Neb.; died 
Sept. 24, aged 76. 


Cross, Earl William, Tarentum, Pa.; College of Physicians and 
Surgeons, Baltimore, 1908; an associate member of the Ameri- 
can Medical Association; fellow of the American College of 
Surgeons; served on the staff of the Allegheny Valley Hospital; 
died in the Medical College of Virginia, Hospital Division, in 
Richmond Sept. 26, aged 69. 


Deichler, Lyn Waller, Philadelphia; University of Pennsylvania 
Department of Medicine, Philadelphia, 1903; an associate mem- 
ber of the American Medical Association; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; specialist 
certified by the American Board of Ophthalmology; consulting 
ophthalmologist at the Philadelphia General Hospital; died 
Oct. 2, aged 74, of coronary thrombosis. 


Dietsche, Erwin Karl ® Klamath Falls, Ore.; Albert-Ludwigs- 
Universitat Medizinische Fakultaét, Freiburg, Baden, Germany, 
1910; died Sept. 30, aged 70, of coronary infarction. 
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Drake, Charles Arthur, Ridgewood, N. J.; Syracuse University 
College of Medicine, Syracuse, N. Y., 1908; formerly practiced 
in New York City, where he was on the staff of the New York 
Eye — Ear Infirmary; died Sept. 19, aged 72, of a heart 
attack. 


Douglass, Charles William ® Anacortes, Wash.; Creighton Uni- 
versity School of Medicine, Omaha, 1941; member of the 
American Academy of General Practice; interned at the Provi- 
dence Hospital in Seattle; past-president of the Skagit County 
Medical Association; served as city health officer; veteran of 
World War II; on the staff of the Anacortes Hospital; died 
Sept. 10, aged 41, of coronary occlusion. 


Elfeld, Edward A., Arlington Heights, IIl.; Homeopathic Medical 
College of Missouri, St. Louis, 1891; died in St. Anthony Hos- 
pital, Denver, Oct. 5, aged 88, of arteriosclerotic heart disease. 


Escue, Henry Merritt, Charleston, W. Va.; Medical College of 
Virginia, Richmond, 1932; specialist certified by the American 
Board of Urology; an associate meinber of the American Medical 
Association; member of the American Urological Association; 
fellow of the American College of Surgeons; veteran of World 
War II; served as mayor of St. Albans; past-president of the 
Kanawha Medical Society; died in the Charleston General Hos- 
pital Oct. 17, aged 53, of astrocytoma. 


Ferris, John Charles ® Senior Surgeon, U. S. Public Health 
Service Reserve, Texarkana, Texas; Laval University Faculty of 
Medicine, Quebec, Canada, 1940; chief medical officer for the 
Federal Correctional Institute; died in Long Beach, Calif., 
Sept. 21, aged 44, of cerebral hemorrhage and hypertension. 


Floyd, Thomas J., Abbeville, Ala.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1907; member 
of the Medical Association of the State of Alabama; served as 
city commissioner and Henry County health commissioner; 
formerly health officer of Houston County; died Sept. 25, aged 72, 
of coronary disease. 


Foley, Edward Paul, Miami, Fla., Albany Medical College, 
Albany, N. Y., 1899; died Sept. 2, aged 82, of arteriosclerosis. 


Ford, Ada, Mansfield, Ohio; University of Wooster Medical De- 
partment, Cleveland, 1909; died Sept. 28, aged 80. 


Fort, Richard George © Glenview, IIl.; University of Illinois 
College of Medicine, Chicago, 1939; member of the American 
Academy of General Practice; veteran of World War II and 
was awarded the Bronze Star; on the staff of St. Francis Hos- 
pital in Evanston; died Oct. 2, aged 41, of acute myocardial in- 
farction and arteriosclerotic heart disease. 


Frank, John Henry, Neillsville, Wis.; Wisconsin College of 
Physicians and Surgeons, Milwaukee, 1896; died Aug. 29, aged 
86, of coronary occlusion. 


Gates, Benjamin Franklin © Cleveland, Tenn.; Medical Depart- 
ment of Grant University, Chattanooga, 1898; died Sept. 28, 
aged 94. 


Gelow, John E., Grand Island, Neb.; Northwestern University 
Medical School, Chicago, 1905; died in St. Joseph’s Hospital, 
Brainerd, Minn., Sept. 22, aged 76. 


Gibner, George P., Spearman, Texas; University of Texas School 
of Medicine, Galveston, 1897; died in the Hansford County 
Hospital Sept. 28, aged 83. 


Gibson, Charles Francis, Burlington, N. J.; Howard University 
College of Medicine, Washington, D. C., 1931; formerly prac- 
ticed in Mobile, Ala., where he was psychiatrist for the Veterans 
Administration and on the staff of the Blessed Martin de Porres 
Hospital; served on the board of health; died in the Deborah 
Tuberculosis Sanatorium, Browns Mills, Sept. 5, aged 50, of 
heart disease. 


Glafke, William Harley ® New York City; Northwestern Uni- 
versity Medical School, Chicago, 1911; interned at the Cook 
County Hospital in Chicago; specialist certified by the American 
Board of Internal Medicine; consulting gastroenterologist at the 
Woman’s Hospital; consulting physician in gastroenterology at 
St. Luke’s Hospital, where he died Oct. 1, aged 70, of coronary 
thrombosis. 
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Gouldin, John Milton © Tappahannock, Va.; Medical College 
of Virginia, Richmond, 1904; past-president of the Mid-Tide- 
water Medical Society; died Sept. 10, aged 77. 


Gray, Albert Newton @ Burlington, Kan.; University of Kansas 
School of Medicine, Kansas City, 1907; served as county health 
officer and county coroner; on the staff of the Coffey County 
Hospital, where he died Sept. 20, aged 86, of cardiorenal vascu- 
lar disease. 


Gray, Henry Arthur ® Keokuk, Iowa; College of Physicians and 
Surgeons, Keokuk, 1895; Keokuk Medical College, College of 
Physicians and Surgeons, Keokuk, 1900; fellow of the American 
College of Surgeons; past-president of the lowa State Medical 
Society; veteran of World War I; for many years on the staffs of 
Graham Hospital and St. Joseph’s Hospital, where he died 
Sept. 23, aged 83. 


Guenther, Leo Peter ® Los Angeles; Western Reserve University 
School of Medicine, Cleveland, 1923; member of the American 
Academy of General Practice; on the staff of the California 
Hospital, where he died Aug. 22, aged 58, of uremia. 


Hallarman, Harry, New York City; University and Bellevue Hos- 
pital Medical College, New York City, 1913; died Oct. 9, aged 
73, of coronary occlusion. 


Havey, Leroy Austin, Bridgeport, Conn.; University of Vermont 
College of Medicine, Burlington, 1910; member of the Connecti- 
cut State Medical Society; served as treasurer of the Fairfield 
County Medical Association; died Sept. 28, aged 71, of acute 
myocardial infarction. 


Hartzell, Solomon Mayer, Beverly Hills, Calif.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1901; 
member of the American Academy of Ophthalmology and 
Otolaryngology; fellow of the International College of Surgeons 
and the American College of Surgeons; formerly practiced in 
Youngstown, Ohio, where he was on the staff of the Youngs- 
town Hospital; died in the Cedars of Lebanon Hospital, Los 
Angeles, Sept. 10, aged 76, of heart disease. 


Heath, J. Mott, Greenport, N. Y.; College of Physicians and 
Surgeons, Baltimore, 1913; member of the Medical Society of 
the State of New York; examining physician for Greenport 
public schools; for many years president of the board of trustees 
and chief of staff of Eastern Long Island Hospital in Greenport: 
county coroner; died Sept. 20, aged 78, of arteriosclerosis. 


Heim, John W. © Louisville, Ky.; Louisville Medical College, 
Louisville, 1904; member of the American Society of Anesthesi- 
ologists; served on the staffs of the SS. Mary and Elizabeth Hos- 
pital, St. Anthony Hospital, Jewish Hospital, Childrens Hospital, 
and the Kentucky Baptist Hospital, where he died Sept. 25, 
aged 75, of bronchogenic carcinoma, duodenal ulcer, and 
cholelithiasis. 


Ilinrichs, August Gustav, West Pittston, Pa.; University of 
’onnsylvania Department of Medicine, Philadelphia, 1900; an 
associate member of the American Medical Association; served 
overseas during World War I; member of the staff of the Pitts- 
ton Hospital, where he died Sept. 1, aged 80. 


Hoffman, J. Omer © Chester, Ill.; University of Arkansas School 
of Medicine, Little Rock, Ark., 1934; member of the American 
Academy of General Practice; past-president of the Randolph 
County Medical Society; vice-president of the medical staff of 
St. Clement’s Hospital in Red Bud; veteran of World War II; 
died Sept. 4, aged 49, of coronary thrombosis. 


Holt-Harris, John Evan, Albany, N. Y.; Albany Medical College, 
Albany, 1929; served as professor of bacteriology at his alma 
mater; formerly city bacteriologist; formerly on the staffs of the 
Willard Parker Hospital in New York City and the Albany Hos- 
pital, where he died Oct. 14, aged 79, of carcinoma of the 
sigmoid. 


Hunt, Donald Jay @ Senior Surgeon, U. S. Public Health Serv- 
ice, retired, Los Angeles; Northwestern University Medical 
School, Chicago, 1927; retired from the U. S. Public Health 
Service June 1, 1952; died Sept. 17, aged 56, of myocardial 
infarction. 
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Jameson, William Beatty, Bethlehem, Pa.; University of Pennsy!- 
vania Department of Medicine, Philadelphia, 1886; served on 
the staff of the Hamburg State Sanatorium for Tuberculosis 
No. 3 in Hamburg; died Sept. 8, aged 96, of pulmonary edema. 


Jenkins, George Bain, Washington, D. C.; Hospital College of 
Medicine, Louisville, Ky., 1898; professor emeritus of anatomy 
at the George Washington University School of Medicine; died 
Oct. 6, aged 81, of a heart attack. 


Jennings, Cyrus Packard, Macedon, N. Y.; University of Buffalo 
School of Medicine, Buffalo, 1894; an associate member of the 
American Medical Association; died in the Park Avenue Hos- 
pital in Rochester, Aug. 22, aged 83, of arteriosclerosis. 


Josey, Thomas Walter, Augusta, Ga.; Howard University College 
of Medicine, Washington, D. C., 1912; member of the board of 
directors of the Pilgrim Health and Life Insurance Company; 
died in Washington, D. C., Aug. 31, aged 75. 


Kennedy, Edwin Jay, Houston, Texas; University of Texas School 
of Medicine, Galveston, 1918; retired chief medical examiner 
for the Army recruiting station; veteran of World War 1; died 
Oct. 2, aged 64, of coronary thrombosis. 


King, Luther John © Meadville, Pa.; University of Pennsylvania 
School of Medicine, Philadelphia, 1922; formerly secretary of the 
Crawford County Medical Society; formerly practiced in Con- 
neautville, where he was a member of the school board; past- 
president of the Pennsylvania Allergy Association; for many years 
county coroner; on the staff of the Spencer Hospital; died Aug. 
29, aged 59, of coronary thrombosis. 


Krampert, Frank Lawrence ® Auburn, Neb.; University of Ne- 
braska College of Medicine, Omaha, 1921; died in the Auburn 
Hospital Aug. 24, aged 62, of cerebral hemorrhage. 


Kuttler, Leonard William, Cleveland; Ohio State University 
College of Homeopathic Medicine, Columbus, 1915; died in the 
Euclid-Glenville Hospital Oct. 2, aged 72, of cerebral thrombosis. 


Lapp, John G. @ Kansas City, Mo.; University Medical College 
of Kansas City, 1897; formerly member of the city council; on 
the staffs of the Research Hospital and the Menorah Hospital 
Medical Center, where he died Sept. 23, aged 86, of prostatic 
hypertrophy. 


Lawrence, Henry Dolson © Marietta, Pa.; Temple University 
School of Medicine, Philadelphia, 1930; Marietta school exam- 
iner; on the staff of the Columbia (Pa.) Hospital; died in the 
Lancaster (Pa.) General Hospital Oct. 1, aged 54. 


Leonard, Frederick Jerome, Ilion, N. Y.; Syracuse University 
College of Medicine, Syracuse, 1911; an associate member of the 
American Medical Association; veteran of World War I; on the 
staff of the Ilion Hospital; died Sept. 22, aged 70, of cancer. 


Levi, Max, New York City; Ludwig-Maximilians-Universitat 
Medizinische Fakultat, Miinchen, Bavaria, Germany, 1923; mem- 
ber of the International College of Surgeons; on the staffs of the 
Mount Sinai Hospital and the Kew Gardens (N. Y.) General 
Hospital; died Oct. 9, aged 61, of a heart attack. 


McKnight, William Burney © Mansfield, Texas; University of 
Louisville Medical Department, Louisville, Ky., 1886; died Oct. 
1, aged 97. 


Manny, Mary Alice ® Laguna Beach, Calif.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1927; on the staff of the 
Hoag Memorial Hospital—Presbyterian, Newport Beach; died 
Oct. 4, aged 63, of cancer of the throat. 


Marlowe, William Anderson, Walstonburg, N. C.; Jetlerson Medi- 
cal College of Philadelphia, 1919; member of the Medical 
Society of the State of North Carolina; served as president of 
the Greene County Medical Society; veteran of World War I; 
died in the Woodard-Herring Hospital, Wilson, Sept. 29, 
aged 65, of heart disease. 


Martin, James Calvin, Pulaski, Va.; University of Virginia De- 
partment of Medicine, Charlottesville, 1934; veteran of World 
War II; member of the Medical Society of Virginia; on the staff 
of the Pulaski Hospital; died Aug. 12, aged 48, of myocardial in- 
farction. 
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Mason, Lyman Whidbee ®@ Denver; University of Colorado 
School of Medicine, Denver, 1925; specialist certified by the 
American Board of Obstetrics and Gynecology; member of the 
Central Association of Obstetricians and Gynecologists; formerly 
on the faculty of his alma mater; member of the staffs of St. 
Joseph’s Hospital and the Presbyterian Hospital; served as act- 
ing scientific editor of the Rocky Mountain Medical Journal; 
died Aug. 29, aged 60. 


Massenburg, George Yellott ® Macon, Ga.; University of Mary- 
land School of Medicine, Baltimore, 1911; fellow of the American 
College of Surgeons; veteran of World War I; consultant, Macon 
Hospital; died in St. Mary’s Hospital, Rochester, Minn., Sept. 1, 
aged 68, of embolus to coronary artery with heart failure and 
acute bacterial endocarditis. 


Mauboules, Jean Paul, Jr., Rayne, La. (licensed in Louisiana in 
1899); past-president of Rayne State Bank; died Sept. 30, 
aged 87. 


Pan, Oscar ® Cleveland; Deutsche Universitit Medizinische 
Fakultat, Prague, Austria, 1902; served on the staff of St. Alexis 
Hospital; died Sept. 5, aged 79, of cardiovascular renal disease. 


Parkerson, Isaac Jefferson, Eastman, Ga.; University of Georgia 
Medical Department, Augusta, 1917; veteran of World War I; 
died in the Veterans Administration Hospital, Dublin, Aug. 30, 
aged 67, of arteriosclerosis. 


Porter, Arthur Silas ® Salem, Ill.; Loyola University School of 
Medicine, Chicago, 1916; died Aug. 25, aged 81. 


Price, Chester Arthur ® Chicago; Eclectic Medical College, Cin- 
cinnati, 1919; formerly on the faculty of his alma mater; veteran 
6f World War I; on the courtesy staff of the Franklin Boulevard 
Community Hospital, staff member at St. Bernard’s Hospital, 
where he died Oct. 1, aged 62, of coronary occlusion. 


Rogers, George McKinley, Philadelphia; Temple University 
School of Medicine, Philadelphia, 1921; died in the Lankenau 
Hospital Sept. 9, aged 59, of nephrosclerosis. 


Shaffer, Stanley Norman, Forest Hills, N. Y.; Universitit Bern 
Medizinische Fakultat, Switzerland, 1935; member of the 
American College of Chest Physicians and the American Tru- 
deau Society; veteran of World War II; consultant on chest 
diseases to the New York City Health Department; attending 
physician at Triboro Hospital of Queens Hospital Center in 
Jamaica; died in the New York Hospital in New York City 
Sept. 16, aged 46, of coronary occlusion. 


Shearer, Ansly Thomas © Edgerton, Wis.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, Chicago, 1907; veteran of World War 1; on the staff 
of the Edgerton Memorial Community Hospital, where he died 
Sept. 3, aged 74, of cerebral thrombosis. 


Sloan, George H., Mineral Point, Pa.; Cincinnati College of 
Medicine and Surgery, Cincinnati, 1885; died Sept. 4, aged 89, 
of carcinoma of the floor of the mouth. 


Smith, Joseph ® Greenville, N. C.; Medical College of Virginia, 
Richmond, 1914; died Sept. 23, aged 66. 


Sparkman, Arthur Alphonzo ® Thomasville, Ga.; College of 
Physicians and Surgeons, Memphis, Tenn., 1910; on the staff of 
the Veterans Administration; died in the Kennedy Veterans Ad- 
ministration Hospital, Memphis, Tenn., Sept. 14, aged 68, of 
carcinoma of the nasopharynx with metastases to the mediasti- 
num, lung, and liver. 


Spickschen, Henry F. ® New York City; Ludwig-Maximilians- 
Universitat Medizinische Fakultat, Miinchen, Bavaria, Germany, 
1916; served on the staff of the Lenox Hill Hospital; died in 
Mexico City while on a vacation Sept. 30, aged 66. 


Stacy, Archie Jackson ® Tupelo, Miss.; Tulane University School 
of Medicine, New Orleans, 1918; specialist certified by the 
American Board of Radiology; served as secretary-treasurer of 
Northeast Mississippi Medical Society; member of the board of 
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trustees of the Blue Mountain ( Miss.) College; on the staff of 
the North Mississippi Community Hospital, where he died 
Sept. 29, aged 68, of coronary thrombosis. 


Stickley, William Thomas © White Hall, Ill.; University of Illi- 
nois College of Medicine, Chicago, 1931; veteran of World 
War I; died Sept. 5, aged 58, of coronary disease. 


Strobel, William George ® Duluth, Minn.; Rush Medical Col- 
lege, Chicago, 1912; fellow of the American College of Sur- 
geons; on the staffs of St. Luke’s Hospital, Miller Memorial 
Hospital, and St. Mary’s Hospital, where he died Sept. 20, 
aged 70, of acute myocardial infarction and hypertension. 


Stroud, Homer Anderson ® Jonesboro, Ark.; Memphis Hospital 
Medical College, Memphis, Tenn., 1903; fellow of the American 
College of Surgeons; formerly president of the Craighead County 
Medical Society, and vice-president of the Arkansas Medical 
Society; one of the founders and for many years president of 
the Craighead County Tuberculosis Association; chief of staff 
emeritus at St. Bernard’s Hospital, where he died Oct. 1, aged 81, 
of paralysis agitans. 


Thomson, Herbert Sedgefield, Corte Madera, Calif.; Johns Hop- 
kins University School of Medicine, Baltimore, 1909; an asso- 
ciate member of the American Medical Association; formerly 
on the faculty of the University of California School of Medicine 
in San Francisco; veteran of World War I; served as chief 
surgeon of the Standard Oil Company; died Sept. 7, aged 73, 
of cancer of the esophagus. 


Trapp, Anthony Nicholas ® Chicago; Rush Medical College, 
Chicago, 1925; veteran of World War II; on the staff of St. 
Joseph Hospital, where he died Oct. 14, aged 59, of cerebral 


embolism. 


Traugh, George Holton @ Fairmont, W. Va.; University of 
Pittsburgh School of Medicine, Pittsburgh, 1919; specialist certi- 
fied by the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; past-president and 
secretary of the Marion County Medical Society; on the staff of 
the Fairmont General Hospital, where he died Sept. 19, aged 
66, of coronary disease. 


Vinsant, William Jonathan ® San Benito, Texas; University of 
Tennessee College of Medicine, Memphis, 1900; member of the 
House of Delegates of the American Medical Association; on the 
staff of the Dolly Vinsant Memorial Hospital; died July 14, 
aged 82, of cerebral hemorrhage. 


Ward, Thomas Leo ® Arnolds Park, lowa; State University of 
Iowa College of Medicine, lowa City, !'926; member of the 
American Academy of General Practice; served as president of 
the school board; on the staffs of the Marcus Snyder Memorial 
Hospital in Spirit Lake and the Holy Family Hospital in Esther- 
ville; died Sept. 10, aged 59, of carcinoma of the bladder. 


Willis, Hillary T., Hyattsville, Md.; University College of Medi- 
cine, Richmond, Va., 1898; five times mayor of Hyattsville; died 
in the Eugene Leland Memorial Hospital in Riverdale Sept. 12, 
aged 83. 


Wright, John Bryan, Raleigh, N. C.; University College of 
Medicine, Richmond, Va., 1899; member of the Medical Society 
of the State of North Carolina; past-president of the Wake 
County Medical Society and the Raleigh Academy of Medicine; 
formerly member of the state board of health; on the staffs of 
the Mary Elizabeth Hospital, St. Agnes Hospital, and the Rex 
Hospital, where he died Sept. 29, aged 82, of a dissecting 
aneurysm. 


Yarnell, Helen ® New York City; College of Medical Evangelists, 
Loma Linda and Los Angeles, 1932; specialist certified by the 
American Board of Psychiatry and Neurology; certified by the 
National Board of Medical Examiners; member of the American 
Psychiatric Association; died in the French Hospital Sept. 8, 
aged 52, of Hodgkin’s disease. 


Yoder, Homer Maple ® Smithville, Ohio; University of Wooster 
Medical Department, Cleveland, 1906; died Sept. 30, aged 83. 
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BRAZIL 


Chlorpromazine in Psychiatry.—Dr. Spartaco Vizzotto and co- 
workers (Arq. Depart. assist. psicopat. 21:21, 1955) distinguish 
a “psychoplegic” action of chlorpromazine responsible for its 
effects on endogenous psychoses and a “neuroplegic” action of the 
drug related especially to cerebral circulation and edema. Observ- 
ing the vessels of the fundus oculi during the injection of chlor- 
promazine intravenously, they noticed their reduction to about 
one-third of their original caliber. They interrupted a state of 
insulin coma with epinephrine and then investigated the in- 
fluence of chlorpromazine. They concluded that the latter drug 
inhibits the action of the epinephrine. Although the authors do 
not claim that the result in their series of 71 cases is conclusive, 
it seems to confirm the favorable results reported in the literature 
on confusional psychoses of toxic or infectious origin in patients 
in whom anxiety predominates and in patients with status epi- 
lepticus or delirium tremens. In most patients with acute psycho- 
motor excitement they obtained a tranquilizing effect but without 
remission of other symptoms, even in those who were affected 
only episodically. The symptoms of chronically excited patients 
were generally relieved to such an extent that they could return 
to their families. The authors also used chlorpromazine in pa- 
tients with general paralysis who were intensely agitated and 
observed a prompt tranquilizing effect. In two patients who 
underwent a prolonged course of treatment with the drug, the 
spinal fluid used in the Wassermann reaction became entirely 
negative. 


Schistosomal Cor Pulmonale and Myocarditis.—Dr. de Barros 
and co-workers (Arquivos dos Hospitais da Santa Casa de Sao 
Paulo, March, 1956) reported on two patients in whom cor 
pulmonale was a direct consequence of schistosomal infestation. 
The first patient had dyspnea, gallop rhythm, venous stasis, and 
tachycardia. The late stage of American trypanosomiasis had to 
be ruled out. The right bundle-branch block, as seen in the 
electrocardiogram, was also suggestive of trypanosomiasis. The 
presence of a generalized myocarditis with an eosinophil exudate 
explained the clinical and electrocardiographic similarities be- 
tween the two diseases. In the second patient the pathologist's 
findings (intense pulmonary arteritis, arteriovenous fistulas, and 
generalized pulmonary sclerosis ) explained the clinical manifes- 
tations. Ova were removed from the lumen by endothelial activ- 
ity. The dissemination of the ova throughout the arterial 
circulation occurred through the arteriovenous fistulas and 
through the migration of ova from the arterial system into the 
pulmonary venous system through the loose intervascular connec- 
tive tissue. Furthermore, the parasitic activity by means of ova 
was increased because they were laid in organs that normally do 
not constitute the habitat of the parasite. Adult male and female 
schistosomes were found in the brain and the heart. The severe 
involvement of the pulmonary arterioles explained the chronic 
cor pulmonale. The main cause of the hypertension was the 
serious arteritis, which was diffuse. This was an allergic reaction 
against the parasite and the ova. The eosinophil myocarditis had 
the same pathological background, the parasite and ova being 
found in the lungs and the heart. 


Akinetic Mutism.—At the meeting on June 5, 1956, of the 
Associacao Paulista de Medicina, Drs. Tenuto and Longman 
discussed two patients with akinetic mutism. One patient had a 
rhabdomyosarcoma in the left cerebellar hemisphere with bulbar 
compression. The other patient had a neurinoma in the left 
cerebellopontine angle, with atrophy by compression of the sur- 
rounding tissue. Akinetic mutism may be caused by rupture of 
the functional harmony of the brain through activation of an 
inhibitory mechanism in the cortex. According to this concept 
and based on modern neurophysiological research on the cere- 
bellum, the authors admit that the lesions found in the cerebellum 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


in the two cases reported may be responsible for the akinetic 
mutism through suppressive mechanisms located in the reticular 
system. They suggest, therefore, that the cerebellum may be 
included in the structural system, changes in which may cause 
akinetic mutism, which other authors have already connected 
with lesions in the mesencephalodiencephalic region and, at 
cortical levels, in the anterior part of the cingulate gyri. 


Surgery in Children.—Dr. A. Amorim ( Rev. paulista med, 49:61, 
1956) investigated the metabolic rate in children and the mean- 
ing of its increase by such causes as pain and nervous instability. 
An adequate preanesthetic medicament helps to minimize the 
chances of shock and of nervous disturbances. Operation on 
infants requires great attention to details if serious complications 
are to be avoided. The loss of body heat, bleeding, and surgical 
trauma during an operation should be kept to a minimum. A 
child who is in a good state of hydration and nutrition and is free 
of respiratory or digestive diseases does not usually have any 
serious postoperative complications. Operative complications are 
due to poor surgical management or a poor general condition due 
to the disease itself. Water and electrolyte balance are of the ut- 
most importance in the child. Alkalosis (a common complication 
due to continuous vomiting), acidosis, sodium and potassium 
deficiencies, and salt retention are hazards to be watched for. 


Obstructive Jaundice.—At a staff meeting of the Medical School 
of the University of Sao Paulo, Dr. H. M. Sadek discussed ob- 
structive jaundice. According to his experiments on dogs, there 
is a greater quantity of total direct-reacting bilirubin in the 
splenic, mesenteric, and renal veins than in the aorta. It is also 
greater in the infrahepatic than in the suprahepatic segment of 
the inferior vena cava. There is a greater quantity of late-reacting 
bilirubin in the mesenteric and renal veins than in the aorta and 
in the portal vein and infrahepatic inferior vena cava than in the 
suprahepatic vena cava. No changes in prompt-reacting bilirubin 
and indirect bilirubin in the first week of experimental obstructive 
jaundice were observed. In the spleen, intestines, and kidneys 
there is a greater quantity of total bilirubin and total direct-react- 
ing bilirubin in the venous blood than in the arterial blood. In the 
liver the blood that leaves the organ has less direct-reacting bili- 
rubin than the blood that enters it. Dr. Sadek admits the extra- 
hepatic origin of bilirubin, which in no way disproves the liver’s 
ability to form biliary pigment. His results suggest an intracellular 
production of bilirubin. 


FRANCE 


Colostrum Extract and Pituitary Gonadotropin.—R. Moreau and 
co-workers (Presse méd. 64:1545, 1956) gave a nonsaponifiable 
colostrum extract to mice but observed no change in them except 
for a slight loss of weight when large doses were given. In con- 
trast to injections of estrogens, androgens, and progesterone, the 
injection of this extract had no gross effect on the genital tract of 
the immature mice. Histologically it caused some alterations in 
the epithelium, which assumed a mucosal appearance. The alter- 
ations are similar to but less marked than those obtained with 
large doses of androgens. After saturation with the colostrum 
extract, the injection of estrone or progesterone promotes an in- 
crease in the weight of the uterus, but the extract seems to po- 
tentiate only the action of estrogens and not that of progesterone. 
In no case is there any inhibiting effect. In animals treated with 
colostrum extract, then injected with pituitary gonadotropin, the 
phenomena proper to this hormone are not observed; specifically 


there is no increase in the weight of the uterus and no keratiniza- - 


tion of the vagina. Romani and Quantius, using virgin does, be- 
lieve the appearance of a hemorrhagic follicle to be a positive 
test for the follicle-stimulating hormone. This test is rendered 
negative by the injection of a sterolic extract of colostrum. The 
extract appeared to inhibit the response of the ovarian receptor 
to the pituitary stimulation. 
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Lung Cancer.—G. Brouet and co-workers (Presse méd. 64:1548, 
1956) report that alveolar carcinoma of the lung is a rare form 
of intrathoracic tumor. They observed a case in a 55-year-old 
woman whose clinical symptoms first appeared eight years before 
she died. In her last years she had a profuse bronchorrhea, with 
expectoration of more than 1 qt. of sputum a day. The authors 
point out that certain cases of intractable bronchorrhea that have 
been previously reported might have been associated with an 
unrecognized alveolar epithelioma. In the authors’ case, no ex- 
trathoracic tumor was found, thus excluding the possibility of its 
being metastatic in origin. 


Bone Lacunas in the Cranial Vault.—P. Wertheimer and co- 
workers (Presse méd. 64:1556, 1956) report that bone lacunas 
in the cranial vault may be classified in the following ways: 
(1) traumatic congenital; (2) inflammatory due to syphilis, tu- 
berculosis, osteomyelitis, or a mycosis; (3) due to a primary 
tumor, benign tumor, metastatic tumor, or neighboring tumor, 
such as a meningioma; (4) due to diseases of the hematopoietic 
system, such as myeloma, chloroma, Hodgkin’s disease, and 
various anemias; (5) due to bone dysplasia (reticulosis, such as 
lipoid granulomatosis or xanthomatosis, eosinophilic granuloma, 
Paget’s circumscribed osteoporosis, Jaffe and Lichstenstein’s dys- 
plasia, or fibrous osteitis); (6) endocrine osteoses, such as para- 
thyroid fibrocystic osteosis, exophthalmic goiter, pituitary 
basophilism, Milkman’s syndrome, and postmenopausal osteopo- 
rosis; and (7) cysts in the cranial vault associated with multiple 
neurofibromatosis. Because there are so many causes, the diag- 
nosis cannot be made on the basis of the reading of the roentgen- 
ogram alone. 


Chemotherapy of Tuberculosis.—Pestel and Ravina ( Presse méd. 
64:1577, 1956) stated that certain advantages derive from adding 
drugs with an anti-inflammatory action to those specifically anti- 
bacterial agents commonly used. Both phenylbutazone and ami- 
nopyrine with phenylbutazone proved particularly effective in 
this respect because of their practically constant control of the 
inflammatory reactions of tuberculosis. The authors, by giving 
equal amounts of isoniazid and phenylbutazone simultaneously, 
obtained remarkable results in the treatment of erythema nodo- 
sum, primary tuberculosis, and serofibrinous pleurisy. This treat- 
ment was well tolerated. 


Tetracycline and Experimental Infections.—J. C. Levaditi and 
co-workers (Presse méd. 64:1579, 1956) treated repeated ex- 
perimental infections in mice induced by intraperitoneal injec- 
tions of cultures of Salmonella typhosa, Escherichia coli, 
Diplococcus pneumoniae, or Micrococcus pyogenes var. aureus 
with tetracycline. The infections were well tolerated in spite of 
their being repeatedly induced. Although the strains used were 
virulent, many animals developed a resistance to infection as a 
result of repeated contact and antibiotic treatment. The time 
required for the appearance of this resistance as well as its 
duration varied with the bacterial species used and with the 
individual mouse. In some of the mice the acquired resistance 
persisted and in others it disappeared rapidly. Similar reactions 
are observed when streptomycin is used in place of tetracycline. 


PERU 


Chlorpromazine and Mental Diseases.—Although chlorpromazine 
is not a specific cure for the psychoses, it is one of the most im- 
portant tools of modern psychiatry for the management of mental 
diseases, and, when used with insulin and/or electroshock thera- 
py, it renders the therapeutic results more satisfactory than does 
any other form of treatment, according to Drs. M. Querol and 
M. Chicata, of the National University of San Marcos, in an 
address before one of the meetings of the centennial celebration 
of the Faculty of Medicine of Lima. They compared the thera- 
peutic results in groups of schizophrenic patients. In the series 
in which chlorpromazine was given alone or with electroshock 
therapy, 98% of the patients were benefited in some degree, 
whereas in the groups treated otherwise only 71% were benefited, 
despite the number of patients in whom the disease was of 
shorter duration than in the former. The best results were ob- 
served when chlorpromazine was combined with insulin. The 
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authors advance the hypothesis that the therapeutic effects of 
shock therapy and chlorpromazine reinforce each other. They 
gave chlorpromazine to 50 patients with schizophrenia, 12 with 
manic-depressive psychosis, and 9 with chronic alcoholic psy- 
chosis. Therapy was started with minimal dosage, which varied 
according to the severity of the disease, and was slowly in- 
creased until the optimal dosage was reached. This dosage was 
maintained for a variable period suitable to permit the best 
clinical response, and then it was reduced gradually to the 
minimal maintenance dose. All patients received chlorpromazine 
by mouth, but those showing great agitation were given the drug 
intramuscularly for the first few days. 

In the group of schizophrenic patients about 90% of those who 
had had the disease more than a year had previously failed to 
respond to other forms of treatment. Only those patients unre- 
sponsive or unsuitable for shock therapy were considered in the 
first trial, but the strikingly favorable results obtained in these 
patients encouraged the authors to use chlorpromazine in pa- 
tients who had had no previous treatment. The period of active 
treatment, from the onset of the therapy to the establishment of 
the maintenance dose, ranged from 24 to 261 days. The average 
maintenance dose was 100 mg. daily. The drug was given alone 
in 26 patients and with shock therapy in the rest. Promethazine 
hydrochloride and barbiturates were given to induce sleep in 
some patients in whom insomnia paradoxically followed the ad- 
ministration of chlorpromazine or if the patient had to be given 
the drug for a long time. Promethazine and stramonium powders 
proved useful in diminishing or preventing the paralysis agitans 
induced by chlorpromazine. Promethazine also prevented skin 
eruptions, which, when present, were in no case severe enough 
to warrant the discontinuance of the therapy. In nine disturbed 
and agitated patients, reserpine was given as an adjuvant in 
doses of from 1 to 4 mg. daily over a mean period of one month. 
Vitamins, particularly of the B complex, and mild laxatives were 
given routinely. In the group of patients who had had the disease 
one year or less, 85% obtained a total remission and 15% a social 
remission, whereas in the group of patients who had had the 
disease more than a year, only 24% obtained a total remission, 
in 32% there was a social remission, in 35% slight improvement, 
in 3% no improvement, and 6% died. Patients with the paranoid, 
catatonic, and paranoid-catatonic types of schizoprenia showed 
the best results. Chlorpromazine definitely proved more beneficial 
when used with shock therapy than when used alone. 

The tranquilizing effect of the drug was especially striking; 
the agitation subsided generally within the first week of therapy, 
and both anxiety and psychomotor hyperactivity were greatly 
reduced. Some morbid states, such as fear and anguish, yielded 
to the drug long before mental disturbances of psychic spheres 
other than the affect responded. The patients became better 
aware of their environment and became accessible for concur- 
rent psychotherapy. Hallucinations became less severe in the 
fourth to sixth week of therapy, but disturbed ideation was found 
to be the symptom most resistant to treatment. Late in the course 
of the treatment the improved patients began to realize the un- 
reality of their delusions. Some patients had no memory for the 
delusions they harbored during their period of agitation. From 
the first days of treatment slowness of motion was noticed in 
several patients. Amimia and involuntary movements were not 
unusual findings, and a reversible paralysis agitans—like syndrome 
was observed in 64% of the patients in the series. Late in the 
course of the treatment, seven patients showed melanoid hyper- 
pigmentation of the face; four, clouding of the consciousness; 
four, vomiting and diarrhea; two, acute pneumonopathy; two, 
unexplained fever; one, muscular atrophy; and one, edema. 

Two patients died during the trial. One of these was in the 
fourth month of therapy and at that time was taking 500 mg. of 
chlorpromazine and 4 mg. of reserpine daily. He showed a frank 
paralysis agitans—like syndrome. Suddenly he developed a high 
fever and went into shock. His medication was stopped at once, 
but he died two days later. Chlorpromazine was thought to be 
the immediate cause of death in this patient; but, in the other, 
bronchopneumenia and anasarca occurring at the end of the 
second week of treatment caused the death. Of the 38 patients 
who were discharged from the hospital, only 18 could be followed 
up. In 16 of them the remission lasted 2 to 12 months. Several 
were, when last seen, still receiving the daily maintenance dose 
under close medical supervision. The other two patients relapsed, 


Vol. 162, No. 17 


one after a month and one after a year outside the hospital. Ac- 
tive therapy must be continued for 2 to 4 months and the main- 
tenance dose taken for an indefinite period in order to prevent 
relapses. It is likely that larger doses than those used thus far 
can be given for prolonged periods with even better results than 
those reported. 

As regards the patients with manic-depressive psychosis, seven 
were in the manic phase and five in the depressed phase. The 
time elapsed between the onset of the current phase and the 
beginning of the treatment ranged from 15 days to 4 months in 
the former and from 3 to 8 months in the latter. The duration 
of active therapy was 12 to 68 days for those in the manic phase 
and from 48 to 128 days for those in the depressed phase. The 
optimal dosage was 100 to 500 mg. daily in the first group and 
25 to 300 mg. daily in the second group. In three manic patients, 
electroshock therapy was also used; this treatment was also used 
on all patients in the depressed phase. The results were dramatic 
in the manic patients. All recovered completely except two who 
died from causes not attributable to chlorpromazine. The mental 
symptoms improved earlier than in the schizophrenic patients. 
Within a month of the beginning of therapy almost all the 
symptoms had subsided. In one patient in whom the medication 
was abruptly stopped the symptoms returned but subsided 
again when therapy was resumed. Although in the depressed 
patients the symptoms subsided within 30 to 60 days of starting 
therapy, the authors belive that in these patients chlorpromazine 
acts as an adjuvant to electroshock therapy. 

In the alcoholic patients the duration of the psychosis varied 
from 15 days to 4 months. Active therapy was given for 10 to 
45 days, and in no patient was maintenance treatment required. 
The daily dose ranged from 50 to 200 mg. All the patients were 
given vitamins and lipotropic agents. In three, electroshock 
therapy was also used. Complete remission of the psychosis was 
observed in all the patients. The favorable effect of the drug 
on tremors was particularly striking. 


Radioactive Iodine in Hyperthyroidism.—At the same meeting 
Drs. J. Correa and F. Moncloa, of the Arzobispo Loayza Hospital 
of Lima, reported that radioactive iodine is a safe, effective, 
inexpensive therapeutic agent for patients with hyperthyroidism. 
In their series of 30 patients treated with this agent, three had 
previously undergone a thyroidectomy that failed to cure the 
disease. A single dose of I'*', varying from 4 to 15 mc., was 
given to all patients. Three patients were observed for more than 
6 months, 7 for three months, 8 fo. two and a half months, and 
12 for one month or less. The disease was completely arrested in 
the three patients of the first group, one of whom showed mild 
transient signs of hypothyroidism. In the second group, five pa- 
tients became euthyroid and the other two, although improved, 
still showed slight manifestations of hyperthyroidism. In the 
third group, two were cured, five were improved, and the re- 
maining one was thought to need another dose of I'*'. In the 
fourth group, the follow-up period was too short to justify any 
conclusions, but significant reliet of symptoms was observed in 
all. In none of the patients whose disease was completely arrested 
by I'*" has a relapse been reported. The authors believe that in 
the patients treated with I'*' complete control of the hyperthy- 
roidism does not occur in less than three months after the first 
dose. For this reason a second dose of I'*' should never be given 
after the first dose. 


Infertility.—At the same meeting Didedle and Tietze stated that 
in 86% of normal couples pregnancy occurs in the first year of 
marriage and in 95% it occurs in the first two years. It is generally 
believed that the age of the wife plays an important role in 
fecundation and that her chances of becoming pregnant early 
in the course of marriage diminish as she grows older. A report 
concerning 160 infertile couples was presented by Dr. Carlos 
Munoz T. In all cases the cause of the sterility was determined. 
Obstruction or occlusion of the oviducts was present in 49.36%. 
This high incidence of tubal lesions was probably due to the 
fact that the author’s series included only hospital patients, in 
whom gonococcic postabortive and postpartum infections are 
common, In 375 insufflations on these patients, 15 being the 
greatest number made on any one patient, there were no com- 
plications; 12 of 79 patients in this group subsequently became 
pregnant. In 28 women, or 17.5%, an ovarian factor was found 
to account for the sterility. Disturbances of the follicular phase 
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were found in 18 of them, and 10 had a faulty progestational 
phase. Thyroid dysfunction was found in 11 patients, who showed 
either frank signs of hypothyroidism or subclinical hypothyroid- 
ism (a basal metabolic rate of about—10, a blood cholesterol level 
close to the maximal normal value, and a sterility counteracted 
by thyroid extract). In two patients the urinary 17-ketosteroids 
were found to be increased. Seven patients, or 25.9%, became 
pregnant after proper treatment. 

A cervical factor was thought to play an important role in 
the sterility in 18 women, or 11.25%. In seven of them pregnancy 
followed adequate therapy. Genital tuberculosis was found in 9 
patients, in all of whom the course of the disease had been in- 
sidious and evidence of tuberculosis in other organs had been 
lacking. The diagnosis was made by means of endometrial biopsy. 
Congenital malformations were found in two patients, uterine 
myoma in two, a large dermoid ovarian cyst in one, and a bi- 
lateral tubo-ovarian endometriosis in one. In 20 cases it was the 
husband who was sterile. In the 77 husbands examined, 55 had 
normal sperms, 18 had defective sperms, and 4 had no sperms 
in their seminal fluid. 


Mitral Stenosis.—At the same meeting Dr. G. Whittembury and 
co-workers reported that no systematic increase in the propor- 
tionate amount of blood contained in the lungs arises in mitral 
stenosis. Their study included 4 men and 16 women. In seven 
patients the stenosis was grade 2, in six it was grade 3, and in 
seven grade 4. Operation verified the diagnosis in six of the 
patients, none of whom showed mitral insufficiency. The circula- 
tion time, cardiac index, pulmonary blood volume, intrathoracic 
blood volume, and total blood volume of these patients were 
compared with those of normal persons. All patients were 
studied in basal conditions after a rest of at least 45 minutes. 
It was found that the circulation time increases, the cardiac 
index decreases, and the blood volume increases with the in- 
creasing severity of the disease. Mean values of the circulation 
time showed almost equivalent variations in patients with 
grade 2 and 3 stenosis but were significantly less in those with 
grade 4 stenosis. No difference was observed between the 
cardiac index of those with grade 2 and 3 stenosis, but this 
index was significantly lower than in patients with grade 4 
stenosis. The difference between the normal values of total 
blood volume and those of patients with grade 2 stenosis was 
not significant, but the volume was less than that of those with 
grade 3 stenosis and much less than that of patients with grade 4 
stenosis. Expressed as absolute values the increase of the pul- 
monary blood volume paralleled the severity of the disease, but 
expressed as a percentage of the total blood volume the increase 
was only significant in patients with grade 3 stenosis. Although 
the values of the intrathoracic blood volume tended to increase 
with the severity of the disease, the difference between the 
mean values of normal subjects and of patients with mitral 
stenosis was not statistically significant. A statistically significant 
correlation was found between pulmonary blood volume and 
intrathoracic blood volume. 


Acute Failure of the Left Ventricle.—At the same meeting Dr. 
Victor Alzamora Castro, head of the department of cardiology 
of the Dos de Mayo Hospital, recommended massage of the 
carotid sinus in patients with acute insufficiency of the left 
ventricle associated with hypertension. He used this treatment 
in a series of 31 patients and brought the crisis under control 
in 26. In some patients the response was prompt and dramatic, 
consisting of alleviation of the pulmonary signs, relief of dyspnea, 
and diminution of the intensity of the heart sounds within the 
first minutes of the massage. Shortly after the maneuver some 
patients became tranquil and could lie supine. At first no other 
therapy was used, but later morphine and/or digitalis were 
given to those patients who seemed to need such a medicament. 
Amobarbital was also given to very hypertensive patients. The 
massage, however, appeared to do more good than the drugs. 
In general the beneficial effect of the massage becomes manifest 
a few seconds after it is started. A great advantage of the pro- 
cedure is that the physician can control the intensity of the 
changes of cardiac frequency and blood pressure. In some pa- 
tients arterial hypotension was induced in 30 minutes, and it is 
believed that this response could be maintained as long as the 
massage was used. No accidents occurred in the author's series 
of patients, but the massage should always be gentle. 
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The procedure failed to control the condition in two patients 
with auricular fibrillation and three with aortic insufficiency. In 
these conditions the massage has proved to be generally ineffec- 
tive. In one patient with auricular flutter the treatment was 
successful. In two patients with pulmonary edema, mitral 
stenosis, and hypertension it averted the crisis. In patients with 
acute failure associated with arterial hypotension the procedure 
is contraindicated. The fall in blood pressure and the decrease 
in cardiac work that are thought to follow the peripheral vaso- 
dilatation induced by massage have been achieved by some 
physicians through ganglion-blocking agents, but the difficulty 
in controlling the results and the danger of causing too great a 
drop in blood pressure make their use hazardous. This treatment 
seems also to benefit patients with angina pectoris and even 
those with coronary occlusion. Prolonged massage of the carotid 
sinus shortens the duration of the fatigue in cardiac patients 
undergoing physical effort tests. 


UNITED KINGDOM 


Cortisone in Chronic Asthma.—The subcommittee on Clinical 
Trials in Asthma of the Medical Research Committee has issued 
a report of a controlled trial of the effects of cortisone in the 
treatment of chronic asthma and status asthmaticus. The trial 
on chronic asthma was carried out in six centers in the United 
Kingdom, in which 96 patients received either cortisone or 
placebo tablets. Those included in the trial were between 40 and 
60 years of age, had a history of asthma of not less than three 
months’ duration, and had had no complete remission of more 
than two weeks in the preceding three months. Patients with 
severe bronchopulmonary infection or a history of cardiac failure 
or tuberculosis were excluded from the trial. Each patient treated 
with cortisone received 300 mg. the first day of the trial, 200 mg. 
on the second and third days, and 100 mg. daily for the next 
four days; subsequently the dose was adjusted according to the 
requirements of the patient. All patients were treated for 24 
weeks and followed up for a further 12 weeks, during which an 
attempt was made to withdraw the cortisone. In addition, each 
patient received any antispasmodic therapy considered necessary. 
The patients’condition was evaluated before and after treatment 
by physical examination, exercise tolerance, ability to work, and 
vital capacity. At first, slight but definite benefits were observed 
in the patients treated with cortisone, particularly diminution 
of rhonchi and increased exercise tolerance during the first eight 
weeks of treatment. By the end of 24 weeks and during the three 
months’ follow-up study, the control patients gained ground, 
with the result that at the end of this period there was little 
difference between the two groups. The use of cortisone showed 
no advantage in enabling those to work who were initially un- 
able to do so. The changes in vital capacity showed wide and 
similar variations in both groups. The general impression was 
that 23 of the 49 patients treated with cortisone were improved 
as compared with 12 of the 47 patients receiving the placebo. 

The 32 patients included in the trial of the effects of cortisone 
in the treatment of status asthmaticus were all more than 14 
years of age, had had at least one previous severe attack of 
asthma, and had not received any cortisone previously. All were 
admitted to the hospital and given what was the standard treat- 
ment in that hospital (e. g. epinephrine isoproterenol sulfate, 
aminophylline, and oxygen). Patients remaining in status 
asthmaticus after 24 hours of treatment were admitted to the 
trial. On the first day 350 mg. of cortisone was given in divided 
doses, on the second day 200 mg., then the dosage was reduced 
by 25 mg. daily until the 10th day, when no cortisone or placebo 
tablets were given. The total amount of cortisone administered 
was 1.25 gm. Clinical evaluation was based on a determination 
of the degree of bronchial obstruction present, using five arbi- 
trarily defined clinical grades, and on temperature, respirations, 
and pulse rate. Details were also noted of antispasmodics used. 
The patients in the group treated with cortisone, without doubt, 
fared better than those in the control group. By the fourth day 
of treatment, 10 of the 15 patients treated with cortisone no 
longer had disabling bronchial obstruction, whereas only 4 of 
the 17 patients in the control group were as well as these pa- 
tients. This difference between the two groups was maintained 
to the end of the period of treatment. Observation of the patients 
for three months after the trial showed that those in both groups 
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reverted to their usual asthmatic condition. In the opinion of 
the committee, unless the patient is exhausted and dehydrated, 
cortisone should be used only when other methods used for 
24 hours have failed. 


“Prescribers’ Notes.”—The current issue of Prescribers’ Notes sent 
to physicians in the National Health Service warns against the 
dangers of the indiscriminate use of erythromycin. It states that, 
because of the development of resistance of micrococci to the 
drug, it should be used only when the organisms have become 
resistant to penicillin and other antibiotics, and not as the first 
line of defense. It should not be used for chronic or trivial con- 
ditions and when the bacterial cause of an infection is not 
known. Attention is also drawn to the misuse of cortisone in the 
treatment of rheumatoid arthritis. The subcommittee of the 
Empire Rheumatism Council is quoted as finding no significant 
difference, after one year’s treatment, between the two similar 
groups of patients, one treated with aspirin and the other with 
cortisone. Lancet, commenting on this report, notes: “Meanwhile 
the evidence from this and earlier trials raises the question 
whether cortisone, with its acknowledged dangers, is ever indi- 
cated in rheumatoid arthritis.” Economy in prescribing is urged. 
The prices of various analgesics are compared with that of 
aspirin. Panadol ( N-acetyl-p-aminophenol ), which has the same 
analgesic action as acetophenetidin, costs three times as much 
as aspirin. One proprietary preparation of codeine compound 
is, on the other hand, only a few cents more a pack than the 
patented preparation. Figures are cited showing the large in- 
crease in the prescribing of proprietary preparations. In 1950, 
of the total number of prescriptions issued, 18% were for pro- 
prietary preparations; in 1955, 36% were. 


Dangers of Myelography.—The dangers to the patient of mye- 
lography are pointed out by Davies ( Lancet 2:747, 1956), who 
followed up 119 patients subjected to this procedure for periods 
of from 1 to 15 years. All but one have received injections of 
iophendylate, and 70 patients had experienced abnormal reac- 
tions to the injection. Complaints included headache, nausea, 
vomiting, giddiness, an increase in the severity of the original 
neurological symptoms, meningism, cranial nerve palsy, nystag- 
mus, retention of urine, pyrexia, and severe pain in the spine. 
Fourteen patients had chronic symptoms or disabilities persist- 
ing for a year or more. These included headache, cervical pain 
and stiffness, persistent backache, continuous pain and cramp 
in the legs, urinary incontinence, intercostal neuralgia, pares- 
thesias, and intensification of the original symptoms. The contrast 
agent was detected in the subarachnoid spaces of the brain and 
spinal cord two years after myelography. This was confirmed 
postoperatively, radiologically, and at autopsy on those who 
died. Davies considers that myelography should never be per- 
formed unless absolutely necessary and that, if it is, as much of 
the contrast agent as possible should be removed after the 
examination. 


Malignant Hypertension and Irradiation.—A case of malignant 
hypertension induced by the irradiation of one kidney is de- 
scribed by Levitt and Oram (Brit. M. J. 2:910, 1956). A man 
had his left testis removed for seminoma, and, since secondary 
deposits formed in the upper abdomen, he was given deep 
roentgen therapy (3,000 r) to the left renal region. Later his 
blood pressure rose from 150/90 mm. Hg to 215/130 mm. Hg, 
with corresponding hypertensive changes in the electrocardio- 
gram, while ophthalmoscopy revealed retinopathy grade 3 to 4. 
The process suggested a relatively acute and recent condition. 
Radiography showed an enlarged left ventricle and a poorly 
functioning left kidney. The latter was eventually removed. The 
blood pressure fell and all symptoms disappeared after the 
nephrectomy. Within 10 months there was no retinopathy. The 
case is of interest in view of Goldblatt’s researches and the role 
of unilateral renal disease in causing hypertension. 


Effect of Cortisone.—The British Medical Journal (2:800, 1956 ) 
contains a report by Dr. T. Nicol and co-workers on animal 
experiments that indicate that cortisone lowers the body defenses 
by depressing the phagocytic activity of the reticuloendothelial 
system, the total and differential leukocyte counts in the blood, 
and the gamma globulin level in the serum. Its beneficial action 
in certain diseases is probably due to a similar mechanism 
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whereby it depresses the inflammatory reaction of the patient 
and thus holds in check the cycle of pathological changes. This 
is well illustrated in the cases of tenosynovitis and iridocyclitis, 
in which the use of cortisone reduces the inflammatory response 
and prevents the formation of adhesions while the infecting 
organisms can be attacked therapeutically with antibiotics. It 
would seem desirable, whenever possible, to give cortisone 
locally rather than systemically, in order to limit the depression 
of the defense mechanisms. 


Calling the Resident.—In July St. Thomas’s Hospital installed a 
new magnetic system for quickly summoning residents from 
anywhere in the hospital. It replaces the bells formerly used 
and at a lower cost for installation and upkeep. The system is 
based on that used for transmitting simultaneous translations of 
speeches at international congresses. Each member of the staff 
on call is provided with a receiver, resembling somewhat the 
handle of a small ophthalmoscope, which is clipped into a 
pocket. Each receiver—up to 56 can be run on one circuit— 
responds only to a signal from the controlling transmitter given 
at its own frequency. The response is a low-tone “peep, peep.” 
With slight modification, the receiver can be adapted to trans- 
mit the human voice, but at St. Thomas’s a nonverbal signal is 
preferred. The adaptation has been highly successful and is 
described in the October issue of Hospital (London). 


Health Service Aims.—The annual report of the Ministry of 
Health for 1955 states that high priority will be given to bring- 
ing existing hospitals to a satisfactory standard and to providing 
new accommodation as and where it is needed; to insuring that 
the mental health services receive a proper share of the new 
construction and other resources available; and to providing 
adequate care for older persons. The achievement of these 
objectives will be facilitated by the rapid curtailment in the 
need for special beds for patients with tuberculosis. 


A Fluorine-Containing Anesthetic.—Fluothane is a new fluorine- 
containing anesthetic that is being developed here. Bryce-Smith 
and O’Brien (Brit. M. J. 2:969, 1956) state that it is noninflam- 
mable and nonexplosive in the presence of 50% oxygen, undecom- 
posed by warm soda lime (unlike trichloroethylene), and 
nonirritating to the respiratory mucosa and that it produces 
rapid anesthesia with quick recovery unaccompanied by nausea 
or vomiting. They administered fluothane by the open drop 
method, with the use of an inhaler calibrated to deliver known 
concentrations of fluothane vapor in air. A 2 or 3% concentration 
of fluothane in air produced a satisfactory level of surgical 
anesthesia after light premedication with meperidine hydrochlo- 
ride or Pantopon and induction with thiopental sodium. Among 
the undesirable effects of fluothane were bradycardia, hypoten- 
sion (average 90 mm. Hg systolic), and respiratory depression 
independent of the rate and depth of anesthesia. Cyanosis was 
frequently seen unless respiration was assisted or oxygen added 
to the gas mixture. Respiration was usually smooth and quiet, 
and regular muscular relaxation was generally sufficient; but, as 
the number of upper abdominal operations in this series was 
restricted, further information on this is needed. Some patients 
were also given muscle relaxant drugs, but the use of these with 
fluothane sometimes resulted in a severe fall in blood pressure. 
Recovery from the anesthetic usually occurred within 10 minutes 
after the stopping of its administration. The greatest disadvan- 
tage of fluothane was the depression of respiration; this was 
sufficient to limit its use to trained hospital anesthetists. 


Excessive Prescribing of Cortisone.—Dr. T. Wilson, addressing 
a local hospital management committee at Bridlington, York- 
shire, said physicians were wasting the public money by prescrib- 
ing cortisone too lavishly to patients with rheumatoid arthritis. 
He said that when patients went to consultants they received 
as much as three or four months’ supply of the drug, which is 
very expensive. On an average a three months’ supply costs $50; 
in some cases patients were receiving as many as 500 tablets at 
a time, costing $150. As some patients stopped taking the drug 
after a time, this represented a great waste. Dr. Wilson urged 
economy in prescribing such expensive preparations. Smaller 
supplies could be prescribed and then renewed when necessary. 
He also referred to the overspending of $8,700 on drugs and 
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dressings at a local hospital, where the monthly consumption of 
cortisone was $1,625 against an estimated requirement of $300. 
A 2-o0z. tube of hydrocortisone ointment costing $20 was often 
given to hospital patients for use as if it were calamine cream. 


Dangers of Frozen Eggs.—Dr. K. E. Hughes, director of Ports- 
mouth public health laboratory, addressing a meeting of the 
Royal Society of Health, described the importation of frozen 
eggs without control of their processing or sterilization before 
use as a grave menace to health. He said that large quantities 
of foreign frozen eggs were imported into the United Kingdom 
and that many of the eggs contained Salmonella. He said that 
of the last 171 batches of eggs examined at Portsmouth 44% 
were infected. If an infected batch were put through a baking 
process that did not kill the organisms, infection could result. 
He also said that synthetic cream was dangerous and had been 
the cause of outbreaks of salmonellosis. Another health officer, 
Dr. S. Hewitt, said that many outbreaks of food poisoning go 
unreported. 


New Surgical Dressing.—A new microporous film wound dressing 
has been developed by Scales and co-workers ( Brit. M. J. 2:962, 
1956) from polyvinyl chloride film, with the use of polypropy- 
lene sebacate as a plasticizer. The film is manufactured by in- 
corporating a pore-forming ingredient, such as starch or salt, 
into the plastic mass before its extrusion as a sheet. The pore- 
forming agent is later removed, leaving a structure whose 
porosity depends on the number and size of the intercommunicat- 
ing pores between the cavities. This film is permeable to water 
vapor but not to bacteria contained in an aqueous medium. Trials 
were made to compare the healing rate of minor injuries cov- 
ered with the new dressing with that of a similar group of minor 
injuries protected with a standard water-proof occlusive dressing. 
The new dressing largely fulfills the properties of an ideal 
dressing, namely, a high porosity to water vapor, absorption of 
blood and exudate, exclusion of micro-organisms, and being 
unaffected by domestic or industrial fluids, noninflammable, 
easily sterilized, and capable of being sealed to the skin. The 
film has a porosity of 1,400 to 1,800 gm. of water vapor per 
square meter at 37 C when the relative humidity is 75%. One 
drawback of the new dressing is that it is adherent to the 
wound surface. 


Dickens’ IlInesses.—The medical history of Charles Dickens, who 
was a chronic invalid, is discussed by Dr. W. H. Bowen in his 
book “Charles Dickens and His Family,” published by N. Heller 
and Sons, Ltd., Cambridge, England. Dickens, who died at the 
age of 58, is said to have suffered from renal calculi, chronic 
renal disease, gout, anal fistula, and cerebral atheroma. These 
conditions were diagnosed in retrospect by Dr. Bowen from a 
study of letters and contemporary documents, The novelist con- 
sulted Sir Henry Thompson in 1867 about his toe; erysipelas 
over an inflamed bunion was the diagnosis. In 1869 the diagnosis 
of gout was considered, but this was dismissed by Syme of 
Edinburgh, who confirmed the diagnosis of an inflamed bunion. 
When the first symptoms of cerebral atherosclerosis appeared, 
Dickens consulted Sir Thomas Watson and the advisability of 
discontinuing his public readings arose. Dickens’ readings of his 
works were extremely popular, and Sir Thomas Watson agreed 
that they might continue without detriment to his health. 


A New Steroid.—A new steroid found in chloroform extracts of 
human urine and related to mineral metabolism was described 
by Prunty and co-workers ( Lancet 2:925, 1956). As it was first 
detected in the urine of a patient named Wildego, it has been 
provisionally called wildegosterone. It is distinct from aldosterone 
and has been identified by its ultraviolet absorption spectrum 
after separation by chromatography. The new steroid has not 
been found in the urine of healthy persons on a normal diet but 
only in the urine of patients with edema and muscle weakness 
or in that of normal persons after the administration of potas- 
sium ions. In an investigation of adrenal function in 100 pregnant 
women, the excretion of wildegosterone was found to increase 
steadily as pregnancy progressed, both in normal women and 
in those with toxemia. The findings suggest that wildegosterone 
is related to the metabolism of water and electrolytes. 
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CORRESPONDENCE 


RELIEF FOR HUNGARIANS 


To the Editor:—I need not elaborate on the conditions in Hun- 
gary and on the overwhelming refugee problem in Austria. For- 
tunately, Dr. Max Thorek sent us $1,000 in the name of the 
International College of Surgeons, and this money has been put 
to immediate use. In Austria there are presently over 100 refu- 
gee Hungarian physicians, who are in dire need. Most of these 
doctors desire to return to Hungary to care for their people but 
presently cannot, for they would probably be arrested and de- 
ported to Russia as revolutionaries. You can well imagine that 
their plight is tragic. For the past month, all of us here have 
contributed to the limit of our capacities, but now we are 
“scraping the bottom of the barrel.” If ever there was an oppor- 
tunity to help oppressed and deprived colleagues, this is it! 

I am writing in the hope you will insert an appeal in THe 
JourNnaL to help these Hungarian colleagues. Eventual contri- 
butions could be forwarded to the American Medical Society of 
Vienna, or to myself. As an American I can accept and convert 
personal checks that are sent to me. Prof. Dr. Felix Mandl, Prof. 
Dr. Leopold Schénbauer, and myself have been selected by the 
International College to function as a committee to control the 
distribution of aid for the refugee physicians. Any money re- 
ceived would be immediately acknowledged and _ rigorously 
accounted for. I sincerely hope that something can be done for 
these tragic Hungarian fellows, for the situation here is urgent. 


M. Artuur Kung, M.D. 


To the Editor:—Since 1 last wrote to you the situation here has 
deteriorated drastically! During the past two days over 118 
Hungarian doctors have escaped over the Austrian border. As of 
18:00 hours last night, 218 refugee doctors had registered in 
Vienna alone! It is estimated that more than 100 refugee doctors 
and their families are now being screened at the border stations 
and will shortly flood into Vienna. The reason for this sudden 
panic-stricken exodus is that the Communist Secret Police are 
arresting all physicians who had treated the revolutionaries for 
wounds and who did not report the details to the police. Ac- 
cording to the reports of the physicians who have arrived here 
during the past two days, several hundred Hungarian doctors 
have been arrested and detained in the A.V.O. (Secret Police ) 
headquarters throughout Hungary. The doctors escaping into 
Austria arrive here absolutely penniless. The Hungarian florin 
presently has no exchange value whatsoever, and as a result 
these doctors are entirely dependent on our aid. Many of them 
have been forced to walk over 200 miles to the border (no pri- 
vate vehicles are permitted to circulate in Hungary) and some 
of them have carried their infants and small children in their 
arms over the entire distance. 

If each U. S. physician were to send us only one dollar, the 
immediate situation could be coped with. The status here con- 
cerning these Hungarizn colleagues is now entirely beyond my 
and our financial capacities. Medicine is a proud profession, 
and, in this emergency »articularly, we morally should care for 
our own! 

M. Artruur Kune, M.D. 

American Medical Society of Vienna 
11 Universitatstrasse 

Vienna 1, Austria. 


PSYCHOPHARMACOLOGY 

To the Editor:—I would like to inform you and the subscribers to 
THe JourNac that the Psychopharmacology Service Center has 
been established within the Research Grants and Fellowships 
Branch of the National Institute of Mental Health. The purpose of 
the center is to implement a broad program of basic and clinical 
research aimed at increasing understanding of the mechanisms of 
action, efficacy, and limitations of the tranquilizing and other 
centrally active drugs. The program of the center includes the 
stimulation and support of work on the basic pharmacological 
and psychological mechanisms of drug action, experimental and 


clinical studies of drug effectiveness, and research aimed at the 
development of improved and new methods for predicting and 
evaluating the efficacy and toxicity of these compounds. The 
center will perform informational, research advisory, and co- 
ordinating functions, including consulting services, surveys, pub- 
lication of a newsletter, summaries, and reviews of recent and 
on-going research. The program of the center will include 
support through the existing grant and award programs of the 
National Institutes of Health. These programs include research 
grants, research fellowships, training grants, etc. Grants will be 
provided for clinical and basic research, for development of 
methods and techniques, and for cooperative clinical trials. The 
professional staff of the center at present consists of Jonathan O. 
Cole, M.D., psychiatrist, as chief, and Sherman Ross, Ph.D., as 
research psychologist. Other key professional personnel will in- 
clude a research neuropharmacologist, a research statistician, 
and a research scientist for information and editorial functions. 
Advisory panels consisting of leading scientific authorities repre- 
senting the pertinent research areas are being appointed. 

Clinicians, research scientists, university, medical school, and 
hospital research groups and departments, and other research 
centers are invited to inform the Psychopharmacology Service 
Center of their work and interest in this area. Collaboration with 
other federal and state agencies on similar problems is already 
being developed. It will be appreciated if this information is 
brought to the attention of interested individuals. Should any 
questions arise concerning the center and its functions, please 
feel free to contact us further. 


JONATHAN O. Co tg, M.D. 

Chief 

Psychopharmacology Service Center 
National Institute of Mental Health 
Bethesda 14, Md. 


PLAGUE 

To the Editor:—On page 48 of the advertising section in the Oct. 
6, 1956, issue of THe JouRNAL under From Other Pages is an 
abstract of an article by F. E. Loosjes, “Is the Brown Rat ( Rattus 
Norvegicus Berkenhout) Responsible for the Disappearance of 
Plague from Western Europe?” in Documenta de medicina geo- 
graphica et tropica, June, 1956. The first sentence, “The absence 
of plague epidemics in Western Europe since the eighteenth 
century is often attributed to the disappearance of the black rat 
( Rattus rattus L. )—the host of the plaque flea” carries with it cer- 
tain erroneous implications. In the first place, it is now well 
known that any rodent may and often does carry plague fleas. 
The black rat is by no means the sole “host of the plague flea.” 
What seems to be less well known is the fact that any flea-bearing 
animal may carry “plague fleas.” About 27 years ago, as one of 
the autopsy surgeons to the coroner, Los Angeles County, Cali- 
fornia, I performed an autopsy on a man who died of bubonic 
plague. He had been trapping in a mountain area in which 
plague-infected animals had never been found. He returned 
home ill, was hospitalized, and died about a week later. Repre- 
sentatives from the U.S. Public Health Service, California State 
Department of Public Health, and from the Los Angeles County 
Health Department were present. Plague having been unknown 
in the area involved, ‘a hunting crew was sent in. Rodents killed 
and sent to the laboratory were plague-free. Seeing a fox that 
acted sick, they shot it and sent it to the laboratory. The fox had 
plague. The trapper had brought back fox skins. To the best of 
my knowledge this was the first time that animals other than 
rodents were found to be carriers of plague. This should serve as 
an additional warning against stray animals. They can carry 
plague as well as rabies. Also dog and cat owners, especially in 
rural areas, should keep their animals free of fleas. 


Joun H. Scuaerer, M. D. 
525 S. Flower St. 
Los Angeles 17. 
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MEDICAL FILM REVIEWS 


Biography of the Unborn: 16 mm., black and white, sound, showing time 
16 minutes. Collaborators: M. Edward Davis, M.D., and Edith L. Potter, 
M.D., University of Chicago, Chicago. Produced in 1956 by and procurable 
on loan or purchase from Encyclopaedia Britannica Films Inc., 1125 Cen- 
tral Ave., Wilmette, Ill. 


The primary objective of this film is to give a simple and 
understandable illustration of the development of life inside the 
mother’s womb. The film begins with a photomicrograph of the 
wandering female ovum during the ovulation period. Then an 
electronic photomicrograph reveals the onrush of spermatozoa 
and the moment that one sperm penetrates the ovum to create 
life. The process from conception to birth is clearly shown by 
an excellent group of photomicrographs and animated drawings 
so designed as to give the appearance of growth as one watches 
the shift from one frame to another. Though these sketches are 
schematic, they nevertheless are accurate in terms of the kind 
of illustration used in teaching embryology. The narration is 
clear and uses only a few technical terms where those words are 
necessary. The film would be most useful for showing to college 
hygiene classes, as a preliminary or possibly accompanying illus- 
tration for anatomy and embryology classes for nurses, pre- 
medical and predental students, and others concerned with the 
biological sciences. It could be used for showing to classes 
concerned with prenatal life and care and family living, as well 
as for other phases of adult instruction. It would also be ex- 
tremely important and interesting to high school students. 


Replacement of Abdominal Aorta with Homotransplant: 16 mm., color, 
sound, showing time 28 minutes. Prepared by E. S. Brintnall, M.D., and 
Sam H. Walker, M.D., Veterans Administration Hospital, Iowa City. 
Produced in 1956 by and procurable on loan from Veterans Administration, 
Central Office Film Library, Washington 25, D. C. 


This film is concerned with the surgical treatment of a case 
of thrombo-obliterative disease of the aorta, or Leriche’s syn- 
drome, and with a case of aneurysm of the aorta treated by 
resection and replacement with an aortic homograft. From a 
technical standpoint there are a number of critical comments 
on the film that may be offered; some of these may have serious 
import. First, as regards the case of Leriche’s syndrome, it is 
stated that the femoral arteries should be explored and retro- 
grade arteriography performed at the time of operation in order 
to determine their patency. This is demonstrated in the film. 
Routine advocacy of such a procedure is contrary to current ex- 
perience and knowledge. No mention is made as to how the 
graft has been sterilized, preserved, and prepared. In showing 
the injection of heparin prior to occluding the aorta, no mention is 
made of the dosage or amount that was used. It is stated and 
shown that patent lumbar arteries are divided. This is contrary 
to current teaching. In performing the anastomosis with the 
graft, emphasis is placed upon the superiority of the everting 
mattress suture over the running through-and-through suture. 
This follows an early belief and does not conform with current 
thought and experience. In many cases of Leriche’s syndrome, 
thromboendarterectomy of the proximal segment of aorta, as well 
as the distal ends of the iliac arteries, is essential prior to in- 
sertion of the graft. It would have been highly desirable to 
demonstrate this useful and sometimes essential procedure. 

In cases of aneurysms of the abdominal aorta such as the one 
shown in this film, there is no reason either for diagnosis or for 
planning the surgical approach to perform aortography. More 
recent and extensive experience has demonstrated that the more 
direct approach with incision and mobilization of the posterior 
peritoneal layer overlying the aneurysm is more effective, less 
traumatic, and provides better exposure to all parts of the 
aneurysm than the approach employed through the left peri- 
toneal gutter. Although injection of heparin is illustrated 
in the case of Leriche’s syndrome, it is not shown and no men- 
tion is made of its use in the aneurysm case. Actually, the need, 
on both theoretical and practical grounds, is much greater in the 
latter than in the former case. 

The color photography is of variable quality and, in general, 
only moderately good. This film reflects an early and inadequate 
experience in the field. Perhaps two years ago it might have 
been acceptable. Now it is considerably behind current prac- 
tices and developments. 
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Teaching Speech After Laryngectomy: 16 mm., color, sound, showing 
time 22 minutes. Sponsored by the National Cancer Institute, National 
Institutes of Health, Bethesda, Md. Prepared in 1956 by Louis M. DiCarlo, 
Gordon D. Hoople Hearing and Speech Center, Syracuse University, Syra- 
cuse, N.Y. Procurable on rental ($5) from Educational Film Library, 
Syracuse University, Syracuse 10, N. Y. 


This motion picture presents the rehabilitation of a laryn- 
gectomized patient. It is well edited and affords a clear over-all 
view of this type of rehabilitation. The first portion of the pic- 
ture deals with the underlying anatomic and physiological con- 
siderations and a brief schematic description of the mechanism 
of phonation in the normal as compared with that in the laryn- 
gectomized person. The author stresses the importance of chest 
movements in the formation of the esophageal voice in the laryn- 
gectomized person; he shows this graphically by a series of 
cinefluoroscopic views. The role of the cricopharyngeus muscle 
in taking the place of the normal larynx seems to be given in- 
adequate attention. 

The major portions of the film deal with the actual training 
of a laryngectomee. The process is presented in four steps. These 
steps, which form the basis of the author’s technique, are as 
follows: (1) good voice control, (2) prolonging voice produc- 
tion, (3) refinement of breathing and articulation for speech, 
and (4) readjustment to society. While the technique itself is 
open to discussion, the various phases are well outlined in the 
film and provide a good understanding of the patient's progress. 
The importance of group work is stressed. The closing scenes 
of the film show the readjustment of the patient to society and 
his complete rehabilitation. Special mention should be made of 
the excellent reproduction of sound throughout the film, par- 
ticularly in those scenes involving the trainee. This film should 
be of interest to all physicians and allied personnel concerned 
with the rehabilitation of patients after laryngectomy. 


Edge of Silence: 16 mm., color, sound, showing time 32 minutes. Pro- 
duced in 1956 by Telefilm Productions, Chicago, for and procurable on 
loan from Zenith Radio Corporation, 6001 W. Dickens Ave., Chicago 39. 

This is an extremely dramatic presentation of the problems of 
two persons whose hearing is rapidly failing. It emphasizes the 
problems that confront a person who is not willing to admit loss 
of hearing, and it shows how this situation can affect his family 
life and business associations. The patient's reluctance to wear 
an artificial hearing device is overcome by giving him a brief 
demonstration of modern hearing aids. The story moves rapidly 
and makes a profound impact on the viewer. The scientific and 
medical aspects are accurate. For those who have no hearing 
impairment, the film presents the profound psychological, social, 
and economic disturbances that loss of hearing brings to persons. 
It is best suited for showing to hard-of-hearing persons who 
have been reluctant to acquire a hearing aid. Even though parts 
of the picture may seem overly dramatic, it is recommended for 
showing to lay audiences interested in the problems of the 
hard-of-hearing. Groups of nurses, speech therapists, physical 
therapists, and occupational therapists will find the film inter- 
esting and useful in helping to convince their patients of the 
benefits of hearing improvement through the use of the hearing 
aid. The photography is excellent. 


Flexion Exercises for Low Back Mechanical Disorders: 16 mm., color, 
sound, showing time 38 minutes. Prepared by Eugene M. Regen, M.D., 
Nashville, Tenn. Produced in 1956 by and procurable on loan from Central 
Office Film Library, Veterans Administration, Washington 25, D. C. 

This film reviews various treatments for low back mechanical 
disorders; it also describes the use of a set of flexion exercises 
for patients with herniated or bulging disks, spur formations on 
vertebrae, spondylolisthesis, postural backache, and several con- 
genital anomalies, as well as for patients in the postoperative 
period. Flexion exercises are emphasized as a contribution to the 
total knowledge of low back mechanical disorders, rather than 
as a definitive treatment. This is a very graphic presentation of 
the technique of treatment advocated by the authors. Although 
the film indicates that the exercises are useful in many types of 
low back mechanical disorders, the actual cases presented are 
those of patients whose difficulty was attributed to intervertebral 
disk protrusion. In order to be effective, the exercises must be 
repeated at frequent intervals—every half-hour in the early 
stages of treatment—and they may be too strenuous for many 
patients, particularly the older ones. The film gives a worthwhile 
presentation of this part of the total treatment of the disk syn- 
drome problem and should be of particular interest to physi- 
cians dealing with the condition. 
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Factors Influencing Conversion of Chronic Atrial Fibrillation 
with Special Reference to Serum Quinidine Concentration. M. 
Sokolow and R. E. Ball. Circulation 14:568-583 (Oct.) 1956 
[New York]. 


Conversion of chronic atrial fibrillation or flutter to sinus 
rhythm was attempted 214 times in 177 patients, 94 of whom 
had rheumatic heart disease, 38 coronary heart disease, 20 
hypertensive cardiovascular disease, 10 thyrotoxic heart disease, 
1 congenital heart disease, and 14 miscellaneous conditions. One 
hundred fifty-three of the attempts were successful, and 61 were 
failures. Eight of the 177 patients had chronic atrial flutter and 
169 had atrial fibrillation. Successful conversion of atrial flutter 
to sinus rhythm with quinidine was achieved in five patients, 
and in the three others the attempt failed; successful conversion 
of atrial fibrillation to sinus rhythm was achieved in 125 of the 
169 patients. Thus successful conversion was achieved in 74% 
of the total group, but the percentage varied depending on the 
causation, duration of the fibrillation, presence of cardiac failure, 
and, in the patients with rheumatic heart disease, the type of the 
valve lesion. Atrial fibrillation of more than six months’ duration 
decreased the likelihood of conversion in both the rheumatic 
and nonrheumatic patients. The incidence of conversion can be 
as high as 95% in nonrheumatic patients with fibrillation of short 
duration and as low as 45% in patients with rheumatic mitral 
incompetence with fibrillation of more than a year’s duration. 
In the group with rheumatic heart disease, the poorest results 
were obtained in patients with predominant mitral incom- 
petence, even when the effects of duration and presence of car- 
diac failure were excluded. In patients with uncomplicated 
mitral stenosis or with predominant aortic valvular disease the 
rate of conversion was almost as high as that in the non- 
rheumatic group. The presence of cardiac failure decreased the 
likelihood of successful conversion. The presence of systemic 
emboli in the immediate or remote past did not interfere with 
successful conversion of atrial fibrillation. 

The average serum quinidine concentration required for con- 
version was 6.1 meg. per cubic centimeter. This level was 
achieved with an average dose of 2.2 gm. daily. Eighty per cent 
of the successful conversions were accomplished with a daily 
dose of 3 gm. or less of quinidine. With increasing doses, the 
additional yield of conversions without toxicity requiring cessa- 
tion of the drug was only 20%. Eighty-five per cent of the suc- 
cessful conversions occurred at serum concentrations of 8 mcg. 
per cubic centimeter or less. Myocardial toxicity was infrequent 
at serum concentrations of less than 6 mcg. per cubic centi- 
meter, but progressively increased as the serum concentration 
exceeded this figure. Toxicity was not always correlated with 
high serum levels, since 7 instances of myocardial toxicity were 
observed in 429 observations at levels of less than 6 mcg. per 
cubic centimeter. Caution must, therefore, be exercised, even 
when serum concentrations are low or falling. Toxicity was 
related more closely to the serum quinidine concentration than 
to the daily dose of the drug. A wide individual variation in 
serum concentrations was observed in patients receiving the 
same dose of quinidine. 

The use of quinidine in established atrial fibrillation should 
be considered a calculated risk, and the physician must weigh 
the potential benefits against the possible hazards. Caution and 
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reconsideration of the total situation should be the rule when 
3 gm. of quinidine per day does not effect conversion or when 
the serum concentration reaches 8 mcg. per cubic centimeter. 
Control of therapy with knowledge of the serum quinidine con- 
centration should decrease the risk by indicating the statistical 
likelihood of toxicity at increasing concentrations of the drug. 
Relapses to atrial fibrillation occurred in 85% of patients who 
did not receive maintenance doses of quinidine, but in only 20% 
of those given a maintenance dose of 1.6 gm. per day or in 
whom the maintenance serum concentration was more than 60% 
of the peak conversion serum level. The changing patterns of 
the atrial arrhythmia with increasing doses of quinidine and 
progressive slowing of the atrial rate support the concept that 
atrial fibrillation, atrial flutter, and atrial tachycardia are differ- 
ent manifestations of an ectopic focus and that the electrocardio- 
graphic differences between the three arrhythmias are a function 
of the atrial rate (rate of discharge of the atrial ectopic focus). 


Febrile Pseudorheumatic Types of Early Cancer. I. Aguilar 
Rodriguez. Rev. clin. espan. 61:370-374 (June 30) 1956 (In 
Spanish [Madrid, Spain]. 


Febrile pseudorheumatic types of early cancer are frequent. 
The symptoms consist of fever and arthralgia of the type of 
acute polyarticular rheumatism. Pain involves the ankles, 
shoulders, knees, and wrist joints. It can be differentiated from 
polyneuritis and the local pain caused by cancer or from its 
metastases. The joints may be inflammed and even deformed. 
The etiology of the febrile type is difficult to interpret. Fever 
is high and resistant to antipyretic treatment. Arthralgia does 
not respond to antirheumatic treatment. Roentgen examination 
of the involved joints shows no metastases. Thirty-six patients 
with the typical syndrome were observed. Nine representative 
cases are reported. There were neither clinical symptoms nor 
roentgen signs of cancer in any patient. The erythrocyte sedi- 
mentation rate was accelerated. Symptoms followed the typical 
pattern in all cases. They either progressed to the state of ano- 
rexia, asthenia, symptoms of general infection, loss of weight, 
and appearance of the tumor in a few weeks or a few months, 
or they subsided temporarily and reappeared to follow the same 
course. A diagnosis of cancer was made only by the appearance 
of the tumor, which was-noted several: weeks or a few months 
after the appearance of the febrile pseudorheumatic symptoms. 
The tumor was located in the stomach in 22 patients, either in 
the liver or in the lung in 4 patients, in the rectum in 2, in the 
pancreas in 1, in the kidney and brain in 1, in the bladder in 1, 
and in the cecum in 1. These types of cancer constitute an 
adaptation syndrome (according to Selye). They are due to an 
imbalance of the suprarenal hormones from a stimulus of the 
suprarenal glands under effect of cancerogenic substances. Can- 
cer of these forms is highly malignant. It runs a rapid course 
to a fatal end. 


Syndrome of Congenital Absence of the Spleen with Associated 
Cardiovascular and Gastroenteric Anomalies. M. J. Aguilar, H. B. 
Stephens and J. T. Crane. Circulation 14:520-531 (Oct.) 1956 
[New York]. 


Twenty-seven cases of congenital absence of the spleen in 
infants were collected from the literature, and three recent ad- 
ditional cases in a 20-month-old white baby girl and in two 
Chinese infants aged 3 months and 5 days, respectively, with 
certain cardiovascular and gastrointestinal abnormalities are 
reported. The three infants died, and autopsies revealed a char- 
acteristic association of multiple congenital anomalies, such as 
septal defects, particularly communication through a common 
atrioventricular orifice, anomalous venous return to the heart, 
pulmonary stenosis or atresia, transposition of the great vessels, 
accessory lobes of the lungs, partial situs inversus of the ab- 
dominal viscera, and abnormal mesenteric attachments. A com- 
plete blood cell count was done in two of the patients and re- 
vealed certain abnormalities, such as the presence of target cells 
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and leukocytosis, which have also been reported by other work- 
ers, in addition to osmotic fragility, Howell-Jolly bodies, tran- 
sient normoblastemia, and siderocytosis. Thus, these hemato- 
logical findings should afford a reliable diagnostic aid in future 
cases of agenesis of the spleen. 

The presence of agenesis of the spleen presents extremely 
valuable information to the cardiovascular surgeon, especially 
as the cardiac anomalies often follow a predictable pattern. 
Having found partial situs inversus of the abdominal viscera in 
a patient showing the hematological abnormalities cited above, 
one should then strongly suspect the associated congenital heart 
disease to be of the cor biloculare type with a common atrio- 
ventricular orifice, anomalous venous return to the heart, and 
pulmonary stenosis or atresia. Less frequently there will also be 
present abnormalities of the great vessels, such as transposition, 
truncus arteriosus, and a right-sided aortic arch. The occasional 
inconstancy of these and the other anomalies should be borne 
in mind, however, and definitive diagnostic studies, such as 
cardiac catheterization, should be carried out before surgical 
intervention. Evidence of impaired pulmonary blood flow oc- 
curred in 19 of the 27 cases collected from the literature; pul- 
monary atresia was present in 11 cases and pulmonary stenosis 
in 7. Consideration of a shunt operation to increase pulmonary 
blood flow may be entertained in the management of these 
cyanotic infants, but a diagnosis of agenesis of the spleen by 
hematological means coupled with a foreknowledge of the high 
constancy of the associated anomalies should lead to a more 
definitive approach and estimate of prognosis. In 20 of the 27 
collected cases the patients died before they reached the age of 
one year. 


Ebstein’s Malformation: A Clinical and Laboratory Study. R. A. 
Kilby, J. W. DuShane, E. H. Wood and H. B. Burchell. Medicine 
35:161-183 (Sept.) 1956 [Baltimore]. 


The authors describe nine cases of Ebstein's cardiac malforma- 
tion in three men between the ages of 26 and 35 years, three 
boys between the ages of 7 months and 11 years, and three girls 
between the ages of 10 and 13 years who were admitted to the 
Mayo Clinic. Cyanosis was evident at birth or early in child- 
hood and persisted in five patients. In one of two patients in 
whom cyanosis had been noted at birth, the sign disappeared 
permanently; it reappeared in the other at 8 years of age. In 
one patient, acral cyanosis had been noted after exertion or 
exposure to cold since the age of 5 years. Cardiac catherization 
was performed in all nine patients. Every patient had a right- 
to-left shunt at an atrial level, although minimal arterial de- 
saturation was present in three patients. Five patients were 
thought to have peculiar, distally displaced but competent tri- 
cuspid valves. In two patients, tricuspid insufficiency was con- 
sidered to be revealed by the presence of ventricular pressure 
pulses in the true right atrium. No gross abnormality in the 
position of a competent tricuspid valve could be shown in two 
patients. Somewhat increased atrial pressures were obtained in 
these two patients and the impression of an anomalous arrange- 
ment of the bicuspid leaflet was gained in one of them. Five of 
the patients are living and four died. Four patients underwent 
cardiac operations in an attempt to relieve the right-to-left 
shunt and to prevent the possible occurrence of cerebral ab- 
scesses and paradoxic emboli. One patient has been greatly 
improved and at present is working part time. The three others 
died, one during the induction of anesthesia and two during the 
immediate postoperative period. One patient died of cardiac 
failure two years after the initial examination. Autopsy in two 
patients revealed no obvious cause of death besides Ebstein’s 
cardiac malformation in one in whom the diagnosis thus was 
confirmed; cerebral infarction was found in the other. 

Seventy-one additional cases of Ebstein’s cardiac malforma- 
tion were collected from the literature. The findings in the 80 
patients with this malformation indicate that considerable vari- 
ation occurs in this pathological aberration with respect to its 
effect or function. Attention is drawn to the unusual course that 
the blood may follow in some patients, if it is to fill the right 
ventricular chamber. It is theorized that in some patients such 
filling may be prevented because the valve is pushed against 
the free wall of the right ventricle by blood in the atrial portion 
of the right ventricle. Most cases of Ebstein’s disease are asso- 
ciated with a typical clinical picture. This picture is complete if 
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the electrocardiogram shows a tracing characterized mainly by 
the pattern simulating right bundle-branch block, although the 
R wave from the right precordium is of low voltage and of a 
multiphasic type. Auscultation reveals a double murmur in the 
left parasternal region, perhaps with a loud third heart sound, 
and the roentgenogram shows moderate cardiac enlargement 
with decreased pulmonary vascular markings. The phono- 
cardiogram may be sufficiently characteristic to be of diagnostic 
importance. 


An Association Between Blood Group A and Pernicious Anaemia: 
A Collective Series from a Number of Centres. |. Aird, H. H. 
Bentall, J. Bingham and others. Brit. M. J. 2:723-724 (Sept. 29) 
1956 [London, England]. 


For several years studies on pernicious anemia were carried 
out in various hospitals in London, Oxford, Cambridge, Shet- 
field, Newcastle, and Glasgow, and the ABO blood groups of the 
patients were determined. The composite total number of 1,114 
patients with pernicious anemia included 490 who were of 
group O, 503 of group A, 86 of group B, and 35 of group AB. 
The combination of data from these hospitals has shown with 
fairly high significance that pernicious anemia is commoner in 
persons of group A than in persons of group O, and also per- 
haps, though the numbers are small, than in persons of group B. 
The greater incidence in group A appeared in both sexes. 


ABO Blood Groups and Secretor Character in Duodenal Ulcer: 
Population and Sibship Studies. C. A. Clarke, J. W. Edwards, 
D. R. W. Haddock and others. Brit. M. J. 2:725-731 (Sept. 29) 
1956 [London, England]. 


Two hundred ninety-three patients with duodenal ulcer and 
their sibships were studied in an attempt to ascertain whether 
there is an association between blood group O and duodenal 
ulcer as has been suggested by recent reports from several areas 
of Europe and the United States. The findings in these previous 
reports were obtained by comparing the blood groups of ulcer 
patients with those in a control series of persons without ulcer 
in the same area. Such controls can be unsatisfactory, in that a 
population of mixed origin may contain elements with a high 
incidence both of group O and of duodenal ulcer without the 
two being causally connected. For this reason the authors had 
unaffected sibs among the studied sibships act as controls who 
were not subject to this criticism. 

The data obtained from the 293 duodenal ulcer sibships gave 
no evidence to support the hypothesis that a person belonging 
to group O is more likely to have a duodenal ulcer than are his 
group A, B, or AB sibs. This result could be regarded as ev- 
idence in support of the suggestion that the previously reported 
association between blood O group and duodenal ulcer was due 
to racial stratification within the populations concerned. There 
are, however, considerable objections to this explanation, and a 
second hypothesis that would explain the previously reported 
findings suggests that it is not the blood group of the person 
that increases the likelihood of ulceration but, at least in part, 
the blood group of the person’s mother. The children of group O 
mothers will have a higher frequency of blood group O than 
that found in the general population, and, if a group O mother 
did predispose her children to ulcer irrespective of their blood 
groups, both affected and unaffected offspring would have the 
same high group O frequency. The numbers in the authors’ 
study, however, were far too small for any definite conclusions 
that would have confirmed this hypothesis. 

The ability to secrete ABO blood group antigens in body 
fluids is an inherited characteristic, and it seemed possible that 
secretors and nonsecretors might have different susceptibilities 
to duodenal ulcer. The secretor character in the saliva of 514 
unrelated patients with duodenal ulcer was therefore studied 
and the results were compared with those of 491 controls from 
the general population. There was a significantly higher pro- 
portion of nonsecretors in the patients with duodenal ulcer 
(35%) than in the controls (24.2%). This difference was found 
in both males and females belonging to each of the ABO blood 
groups and in both macroscopically and radiologically diagnosed 
cases. These data suggest that in nonsecretor persons duodenal 
ulcer may be about 45% more likely to develop than in secretors. 
For the same reason as in the association between group O and 
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duodenal ulcer, the secretor characteristic was tested in the sib- 
ships of 262 patients with duodenal ulcer, and the results in the 
262 families suggested that the relationship between non- 
secretion and duodenal ulcer may hold within families. The 
possibility that the ABO and Lewis antigens may confer some 
protection against duodenal ulcer by virtue of their mucoid 
character has been discussed. 


Incidence of the Common Forms of Human Leukemia. B. Mac- 
Mahon and D. Clark. Blood 11:871-881 (Oct. ) 1956 [New York]. 


In an attempt to assemble data on all residents of the borough 
of Brooklyn in whom a diagnosis of leukemia was made in the 
period from 1943 to 1952, a total of 1,792 abstracts of hospital 
records and 1,830 death certificates were obtained that gave 
information on 1,709 patients. The mean population of Brook- 
lyn over the same period was used to express incidences of the 
various forms of leukemia in relation to color, sex, and age. 

The incidence of leukemia in white males and females was 
71.3 and 57.7 per million per year respectively. Corresponding 
rates for Negroes were 46.5 and 30.6. The white-Negro differ- 
ence was decreased but not eliminated by standardization to 
allow for differences in the age distributions of the two popula- 
tions. Sex ratios were lower for the acute forms of the disease 
than for the chronic forms, and, in both acute and chronic 
forms, for myeloid than for lymphatic cell types. No relationship 
of sex ratio to age at the time of the diagnosis or the initial 
white blood cell count was found. Each pathological variety of 
leukemia has its own distinct age incidence curve. The lym- 
phatic forms appear to be more sharply associated with both ex- 
tremes of age than do the myeloid varieties. That is, acute 
lymphocytic leukemia appears at a younger age than does acute 
granulocytic leukemia and the chronic lymphocytic form appears 
at an older average age than the chronic granulocytic variety. 


The Present Status of the Diagnosis and Treatment of Syphilis. 
J. E. Vandow and N. Sobel. New York J. Med. 56:2796-2802 
(Sept. 15) 1956 [New York]. 


The diagnosis of syphilis has become increasingly difficult be- 
cause of the frequency of biologic false-positive serologic re- 
actions. Considerable progress is being made toward solving 
this problem as a result of the recent development of a number 
of new laboratory tests. Four new serologic procedures and 
their application to the diagnosis of syphilis are discussed. These 
are the Treponema pallidum immobilization, immune-adherence, 
agglutination, and complement-fixation tests. These new tests 
are additional diagnostic aids in special situations but have not 
replaced the standard serologic test for routine use. In a study 
of 191 patients with positive blood tests suspected to be biologic 
false-positive reactions, the immobilization test was reactive in 
66 (34.6%), indicating that syphilis was actually the cause of 
the positive serologic test in one-third of the cases. The clinical 
impression of a biologic false-positive reaction was confirmed 
in the remaining 125 patients. In patients in whom the diagno- 
sis of latent syphilis was suggested by clinical data, this was 
verified in only half the patients. The schedules of treatment 
with penicillin and other antibiotics used by the New York City 
Health Department are described. 


Obesity and Diabetes Mellitus. R. Murphy. J. Michigan M. Soc. 
55:1209-1210 ( Oct.) 1956 [St. Paul]. 


The obese diabetic patient differs in many respects from the 
thin diabetic patient. Most obese diabetic persons are adult. 
The onset of the disease usually occurs after the age of 40 years 
and the patients are predominantly women. Diabetes in the 
obese patient is usually stable in type. Often it can be con- 
trolled by reduction of dietary carbohydrates and the control 
maintained by reduction in weight. Ketosis rarely occurs, and, 
in those who require insulin, hypoglycemic episodes are not 
common. The apparent toleration of hyperglycemia has led to 
the mistaken idea that diabetes in the obese patient is “mild” 
and need not be given as serious consideration as diabetes in the 
thin individual. Actually, the obese diabetic patient is heir to all 
the serious complications, but usually there is not an absolute 
deficiency of insulin. 


J.A.M.A., December 22, 1956 


The antidiabetic sulfonamide drug carbutamide seems to be 
most effective in diabetic patients who still possess the capacity 
to secrete insulin, that is, in the obese group. The response to 
antidiabetic sulfonamides can be determined by estimating the 
blood sugar level before and four to six hours after a test dose 
of 2.5 or 3 gm. If the patient responds to the medicament by a 
significant fall in blood sugar, then a trial of treatment may be 
given, using 2.5 gm. on the first day, 1.5 gm. on the second day, 
and | gm. daily thereafter. If carbutamide is used, it is essential 
to remember the following points: 1. The medicament is an 
adjunct to, not a substitute for, dietary management. 2. The 
patient must be kept under close observation for the develop- 
ment of toxic side-effects, such as rash, leukopenia, crystalluria, 
and possibly jaundice. 3. Insulin must be used in the presence 
of infection, surgical operations, and especially with ketosis. 
4. The antidiabetic sulfonamides are not an easy way out in 
the treatment of diabetes; they should be used with caurion and 
only in patients who have proved that they are dependable. 


SURGERY 


Results of Mitral Commissurotomy for Mitral Stenosis: An Anal- 
ysis of 48 Patients Followed from One to Five Years. J. L. Lee 
Jr., R. R. Shaw and D. L. Paulson. Texas J. Med. 52:729-734 
(Oct.) 1956 [Austin, Texas]. 


Of 48 patients with mitral stenosis followed for from one to 
five years after mitral commissurotomy, 47 were in class 3 or 
class 4 before operation, or in terms of symptoms they were 
progressively incapacitated or were in congestive failure. There 
was one operative death and eight late deaths due to progres- 
sive heart disease. Of the patients who survived, 36 either had 
excellent results or were definitely improved, whereas 2 were 
not improved. Although these results are good and compare 
favorably with those reported in other larger series, the author 
feels that, through the use of newer diagnostic measures, chiefly 
cardiac catheterization of the right and left side. it will be pos- 
sible to improve the results by eliminating from the operative 
group cases that are not suitable for operation. 


Aneurysm of Thoracoabdominal Aorta Involving the Celiac, 
Superior Mesenteric, and Renal Arteries: Report of Four Cases 
Treated by Resection and Homograft Replacement. M. E. De- 
Bakey, O. Creech Jr. and G. C. Morris Jr. Ann. Surg. 144:549- 
573 (Oct.) 1956 [Philadelphia]. 


DeBakey and associates report observations on four patient. 
with extensive thoracoabdominal aneurysin of the aorta treated 
by resection and homograft replacement. In all of these patients 
the aneurysm extended from the lower descending thoracic 
aorta to the lower abdominal aorta and involved the celiac, 
superior mesenteric, and one or both renal arteries. The oper- 
ative procedure consisted in excision of the aneurysm and re- 
placement with an aortic homograft with restoration of con- 
tinuity to the celiac axis and superior mesenteric arteries in all, 
as well as to both renal arteries in two, and to one of the renal 
arteries in the other two patients. The most important con- 
sideration in extirpation of aneurysms of this type arises from 
the potential ischemic damage to such vital organs as the kid- 
neys, liver, and gastrointestinal tract as a consequence of tem- 
porary arrest of circulation during the procedure. Two methods 
are available to overcome this problem, namely hypothermia 
and the use of a temporary shunt to conduct blood around the 
occluded segment. 

Hypothermia was used in the first patient, but he died of 
renal failure one week after the operation. The superior mesen- 
teric and both renal arteries were occluded for 105 minutes and 
the celiac artery for 120 minutes. Temporary shunts were em- 
ployed in the other three patients. The successful results ob- 
tained in these patients emphasize the importance of perform- 
ing the procedure in such a manner as to minimize the period 
of ischemia to the vital structures. The period of occlusion of 
the renal arteries ranged from 15 to 46 minutes. Serial renal 
function studies in these patients revealed a characteristic pat- 
tern of depression of function, as reflected by increase in the 
blood urea nitrogen level and reduction in renal blood flow 
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and glomerular filtration rate during the first 4 or 5 days after 
operation with progressive return to normal during the subse- 
quent 10 days to two weeks. The period of occlusion of the 
celiac artery in these cases ranged from 44 to 116 minutes. 
Studies of hepatic function revealed no significant alterations. 
The period of arrest of circulation through the superior mesen- 
teric artery varied from 36 to 102 minutes, and no significant 
disturbances in gastrointestinal function were observed. 


Cystic Medial Necrosis as a Cause of Localized Aortic Aneu- 
rysms Amenable to Surgical Treatment. H. T. Bahnson and 
A. R. Nelson. Ann. Surg. 144:519-528 (Oct.) 1956 [Phila- 
delphia]. 


A patient with cystic medionecrosis of the aorta was a 39- 
year-old Negro male with a progressively enlarging fusiform 
aneurysm of the ascending aorta, who had been followed over 
an eight-year period. Chronic congestive heart failure occurred 
that appeared to be rapidly and irreversibly progressive. In the 
absence of syphilis and infection a diagnosis of cystic medio- 
necrosis was made, and this was confirmed by examination of 
the surgical specimen. Approximately half the aneurysm of the 
ascending aorta was excised and the remaining vessel wrapped 
with a nylon binder. Slight constriction of the first portion of 
the aorta apparently relieved the previously incapacitating aortic 
insufficiency. Initially improved, he died suddenly five months 
later, his death being attributed to a myocardial infarction, al- 
though the visible infarct was a healing one. In the past year 
the authors have seen three additional patients with similar in- 
volvement of the ascending aorta and one of the distal aortic 
arch, all with histological evidence of cystic medionecrosis. This 
pathological condition, called Erdheim’s cystic medionecrosis, 
has been previously recognized as a cause of aortic weakness 
and has been demonstrated in four groups of patients: 1. It 
is often present in cases of dissecting aneurysm and is thought 
to be the principal cause of dissection in young individuals. 2. It 
is commonly described as the cause of aortic weakness in cases 
of spontaneous rupture of the aorta. 3. It is one of the char- 
acteristic features of Marfan’s syndrome (with, in addition, 
arachnodactyly, dislocated lenses, and a generalized defect in 
ground substance ). 4. It is sometimes seen in slight degree in 
otherwise normal aortas. 

The authors emphasize the production of localized aneurysms 
by cystic medial necrosis. Such aneurysms have been seen 
principally in middle-aged patients in the ascending aorta but 
also at the distal end of the aortic arch. In the latter location the 
lesion may be treated by excision and aortic anastomosis, pos- 
sibly with an interposed graft. When the ascending aorta is 
involved the aortic valve may become incompetent as a result 
of dilatation of the valve ring. The aneurysm as well as the 
valvular incompetence have been relieved by excision of part 
of the circumference of the aorta and restoration of an essen- 
tially normal diameter. The structurally weakened aortic wall 
was reinforced with a nylon binder. The condition can be 
recognized clinically and should be treated before great dilata- 
tion of the aorta, aortic dissection, or chronic heart failure occur. 


The Surgical Management of Achalasia of the Esophagus. H. R. 
Hawthorne, A. S. Frobese and P. Nemir Jr. Ann. Surg. 144: 
653-669 ( Oct.) 1956 [Philadelphia]. 


The authors review observations on 35 patients with achalasia 
of the esophagus who were treated by a modified Heller opera- 
tion, an extramucosal esophagocardiomyotomy. Follow-up studies 
including roentgen examinations and manometric studies of 
esophageal motility revealed that an excellent result was obtained 
in four-fifths of the group. Recurrent dysphagia, appearance of 
substernal pain, or gastrointestinal bleeding occurred in 214. 
Regurgitation of gastric contents into the esophagus was demon- 
strated in each patient in whom the surgical result was unsat- 
isfactory. The addition of pyloromyotomy failed to protect these 
patients from regurgitant esophagitis. The presence of esoph- 
agitis preoperatively or the presence of duodenal ulcer disease 
appears to affect the result adversely. The physiological basis 
for the good results is not clear. It seems that benefit is obtained 
by breaking the “circus movement” and eliminating spasm at 
the distal end of the esophagus rather than by any change in 
the esophageal motility. 
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Adrenalectomy for Control of Cancer of the Breast. M. H. Rab- 
win, D. H. Rosenblum, B. Simkin and others. California Med. 
85:213-219 ( Oct.) 1956 [San Francisco]. 


Combined oophorectomy and adrenalectomy was performed 
in 10 patients with metastatic carcinoma of the breast. All had 
metastasis to soft tissue and/or bone associated with active 
progressive symptoms due to the metastatic lesions. The metas- 
tatic lesions could be objectively demonstrated in every case. 
There was no selection as to age, pathological type of tumor, 
type of metastasis, or previous therapy. Eight of the 10 patients 
had had varying amounts of hormonal and x-ray therapy pre- 
viously, despite which the disease was still progressing. Par- 
ticular attention was given to the preoperative and postoperative 
management. In addition to the routine preoperative tests, serum 
electrolytes, calcium metabolisn:, and hormonal production were 
investigated, and a roentgenologic search for metastases was 
made. Preoperative preparation with cortisone given intra- 
muscularly was frequently sufficient to carry the patient through 
the surgical procedures without incident or need of further 
steroid therapy. 

In all but one of the patients the operation was done in two 
stages, bilateral oophorectomy and left adrenalectomy in the 
first stage and right adrenalectomy a week or 10 days later. In 
one instance the entire procedure was done in one stage. When 
the patient is in reasonably good condition, the one-stage pro- 
cedure can be done safely. There were no surgical deaths. After 
the operation all of the patients were satisfactorily maintained 
by the oral administration of 50 mg. of cortisone daily in 
divided doses. Desoxycorticosterone was given sublingually in 
doses of 2 mg. daily. Remissions were achieved in 3 of the 10 
patients; the other 7 died of metastatic disease. Cerebral or 
hepatic metastasis contraindicates adrenalectomy for metastatic 
cancer of the breast. Five of the seven patients not benefited by 
the operation had either cerebral or hepatic metastasis. The best 
candidates for adrenalectomy are premenopausal women who 
have previously had a clinical remission after oophorectomy and 
who have subsequently relapsed. The indications for adrenal- 
ectomy in the postmenopausal woman are not clear. 


Needle Biopsy of the Parietal Pleura. P. Heller, W. F. Kellow 
and B. Chomet. New England J. Med. 255:684-690 { Oct. 11) 
1956 [Boston]. 


The authors describe needle biopsy of the parietal pleura, 
which they carried out in 20 patients. The site of the biopsy is 
selected fluoroscopically. The skin is prepared for pleural as- 
piration. A no. 22 anesthesia needle is used for measurement of 
the thickness of the chest wall and the parietal pleura, this 
needle being slowly introduced until fluid is aspirated. After the 
anesthesia needle is withdrawn a Vim-Silverman needle is in- 
serted a shorter distance, leaving room for protrusion of the 
split needle after the obturator has been removed. The split 
needle is advanced and is rapidly rotated in a manner similar to 
the technique of liver biopsy, and then the entire unit is speedily 
withdrawn. The specimen is usually small, often measuring 
about 3 mm., and may include intercostal muscle. Only one of 
the specimens thus far has included pulmonary tissue, and in 
this case there was no evidence of an adverse effect to the 
patient. The only complication of 22 needle biopsies in 20 
patients has been a small hemothorax in one. This was recog- 
nized by an increase in the pleural effusion after biopsy and did 
not cause any serious consequence. A chest roentgenogram 
should be obtained 24 hours after biopsy. 

The histological diagnosis was caseating granuloma in five 
cases, malignant neoplasm in four, and nonspecific fibrosis in 
nine; in 2 an insufficient specimen was obtained. Analysis of the 
five patients in whom a caseating granuloma was found dem- 
onstrates the common clinical problem with which a physician 
is often faced when he has only the traditional methods of 
examination available. The diagnosis of tuberculosis was sus- 
pected in only three of these patients before the biopsy, and 
neoplastic disease appeared to be more likely in the other two. 
The tuberculin test was positive in all five patients, whereas 
the histoplasmin, coccidioidin, and blastomycin tests were 
negative. Culture of the pleural fluid in three of these five 
patients remained negative, and in the other two patients 
the cultures were positive, but not until several weeks after the 
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biopsy results had been obtained. Case reports demonstrate the 
usefulness of this procedure in patien‘ with tuberculous pleural 
effusion. Needle biopsy of the parietal pleura may contribute 
significantly to the early detection of the cause of a pleural 
effusion. Although the specimens obtained were subjected only 
to histological examination, they should also be suitable for 
bacteriological studies. 


Pleural Biopsy. I. A. Breckler, M. C. Hoffman, H. E. Hill and 
others. New England J. Med. 255:690-694 (Oct. 11) 1956 
[Boston]. 


The Pulmonary Disease Center with which the authors are 
connected serves as a diagnostic center for chest problems in 
Air Force personnel. They subjected 16 patients with pleural 
effusion or blunted costophrenic angle to open pleural biopsy, 
which does not necessitate rib resection. The first five patients 
with pleural effusion were examined by needle and open biopsy 
techniques under local anesthesia. The open biopsy was no more 
difficult, and tissue specimens obtained were so superior that 
the needle biopsy method was abandoned. The pleura is ap- 
proached through an intercostal incision, which is carried 
through intercostal muscles and endothoracic fascia to the 
pleura. The pleura is cleaned by blunt dissection and the visible 
portion grasped with an Allis forceps and excised. Experience 
taught that the most consistent and easily accessible point where 
the parietal and visceral pleura are fused is through the seventh 
or eighth interspace in an anterolateral position on the involved 
side. In most cases fusion in this area occurs as early as six 
weeks from the onset of the effusion, but a free pleural space 
does not contraindicate the biopsy even though a pneumothorax 
may result. Immediate catheter suction is instituted, and the 
patient is usually not even aware that his lung has collapsed. 
There were no other complications. 

A portion of the fresh specimen was taken for bacteriological 
study, and the remaining tissue was fixed and stained. In 9 of 
10 patients in whom tuberculous pleural effusion was suspected 
the diagnosis was confirmed by the finding in the specimen of 
typical histological evidence of tuberculosis. Acid-fast bacilli 
were demonstrated in five of the nine specimens. The 10th 
patient had a normal pleura on biopsy after four months of 
antituberculous chemotherapy; cavitation of the left lung, with 
a positive sputum, developed six months later. In this case the 
previously blunted costophrenic angle had disappeared, leaving 
a sharp angle at the time of biopsy. These 10 patients all had 
positive tuberculin reactions. In two patients with intrathoracic 
neoplasm a diagnosis was made or substantiated by pleural bi- 
opsy when other diagnostic techniques had failed. In two 
patients with streptococcic pneumonia with effusion, one patient 
with a residual hemothorax, and one patient with collagen 
disease, the pleural biopsy showed no specific changes. 


The Surgical Significance of Ulcerative Colitis in Infants and 
Children. I. A. Meeker Jr. and P. Goff. West. J. Surg. 64:545-551 
( Oct.) 1956 [Portland, Ore.]. 


Twenty-five infants and children with intermittent or chronic 
unremitting ulcerative colitis were admitted to the Children’s 
Hospital, Los Angeles, between 1945 and 1955. The onset of 
the disease in most of the patients occurred at the time of some 
major emotional disturbance and was precipitated by separation 
or divorce of the parents, death of a close relative, environ- 
mental changes such as scout camp, summer camp, or relocation 
of the home, and extreme anxiety and concern over pubertal 
sex problems, such as masturbation. Chronic or recurring diar- 
rhea and cramp-like abdominal pain caused weight loss, dehy- 
dration, and anemia, which made hospitalization necessary. The 
entire abdomen was rather tender and sensitive to palpation dur- 
ing the acute phase of the disease, and hyperactive intestinal 
sounds were frequently heard by auscultation. After control of 
the acute illness by medical measures, a proctoscopic exam- 
ination was carried out with the aid of general anesthesia. The 
mucous membrane often appeared granular and grey and bled 
easily when touched, but an obvious ulcer crater was found 
only rarely. A considerable amount of mucus or mucopurulent 
exudate was noted occasionally in the recta’ ampulla. Char- 


J.A.M.A., December 22, 1956 


acteristic changes in the colon were revealed by roentgenologic 
examination in patients in whom the disease process had per- 
sisted for a prolonged period; there was loss of haustrations, and 
the colon had become foreshortened and tubular with loss of the 
redundant sigmoid loops; ulcerations were outlined by the 
barium column. 

Two boys and six girls had a relatively mild form of the 
disease with two or three attacks of intermittent ulcerative 
colitis, but between these exacerbations they have had normally 
formed stools. The average age of these patients at the onset of 
the disease was 7 years. They were followed closely and were 
given continuous pediatric and psychiatric care with very grati- 
fying results. None of these children was operated on and none 
went on to the more chronic unremitting form of the disease. 
The remaining 17 children, 8 girls and 9 boys, had the chronic 
unremitting form of ulcerative colitis. The average age of these 
patients at the onset of the disease was 8.8 years and the av- 
erage duration of the disease was 5.4 years. All had either liquid 
or semisolid stools. Thirteen have been sustained successfully to 
date by medical management including administration of anti- 
biotics to control infection, liberal use of whole blood trans- 
fusions to combat anemia and hemorrhage, and, in case of 
failure of these measures, judicious use of corticotropin or cor- 
tisone in doses appropriate to the age of the patient. Of the 
remaining four patients, one boy with the onset of his disease 
at 10 years of age who had ileostomy alone performed six years 
later died of carcinoma of the colon at the age of 21, after an 
interval of almost 11 years. The other three children have per- 
manent ileostomies and have had total colectomy and abdomino- 
perineal resection of the rectum, carried out in one stage in two 
of the patients. Each of these three children had irreversible 
x-ray changes in the colon, systemic manifestations of arthralgia, 
subcutaneous abscesses, and rectal fistula formation necessitating 
radical surgical intervention. All three are alive and well, have 
gained weight, and have been able to pursue far more normal 
healthy lives than was possible before surgery. Emergency 
ileostomy was rarely necessary, and more radical surgical pro- 
cedure could be performed to cure patients with long-standing 
disease. Only those patients who have had their disease for 
more than 10 years without remission should be urged to under- 
go definitive surgery regardless of any psychogenic consider- 
ations. 


Total Colectomy and Abdominoperineal Resection (Pan-Colec- 
tomy) in One Stage. M. M. Ravitch. Ann. Surg. 144:758-767 
(Oct.) 1956 [Philadelphia]. 


In the Baltimore City Hospitals and the Johns Hopkins Uni- 
versity Hospital pancolectomy (one-stage total colectomy and 
abdominoperineal resection of the rectum) is the preferred pro- 
cedure for patients requiring operation for ulcerative colitis. 
Patients with polypoid adenomatosis of the colon are not denied 
operation because of advanced age or overriding additional 
disease. The indications for total colectomy and abdomino- 
perineal resection are given. Anal ileostomy should be added 
in all cases of colectomy for polyposis and in suitable instances 
of colectomy for ulcerative colitis. The less profoundly ill 
patients will tolerate the entire one-stage procedure without 
difficulty and will be spared the risk of additional anesthesia, 
incision, and operative procedure. The more profoundly ill will 
derive sufficient benefit from the ablation of the diseased in- 
testine to compensate for the moderate increase in magnitude of 
the operative procedure and will be spared the dangers of sep- 
sis or hemorrhage attendant upon retention of the diseased rec- 
tum in ulcerative colitis. 


The Use of Cortisone in Acute Diffuse Peritonitis. N. Molino and 
G. B. Xiume. Minerva med. 47:1993-1995 (June 23) 1956 (In 
Italian) [Turin, Italy]. 


Four patients operated on for severe acute diffuse peritonitis 
were treated with a combination of antibiotics and cortisone. 
Marked and speedy improvement in their general condition fol- 
lowed. The postoperative course of the disease was shortened, 
and complete recovery followed. Deficiencies in the sodium and 
potassium metabolism and excretion did not occur in any of the 
patients. Cortisone had a marked antistress effect. 
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GYNECOLOGY & OBSTETRICS 


Some Clinical Aspects of Factitial Proctitis. B. J. Kaplan. Con- 
necticut M. J. 20:357-363 (May) 1956 [New Haven, Conn.]. 


Factitial proctitis occurred in 62 (38.36%) of 159 women be- 
tween the ages of 20 and 78 years with gynecologic pelvic malig- 
nancy, for which they received irradiation therapy. One hun- 
dred forty-four (90.57%) of the 159 patients had carcinoma of 
the cervix and 15 had other pelvic malignancies. All patients 
with factitial proctitis had carcinoma of the cervix. One hundred 
nine patients were followed from the onset of the irradiation 
therapy for periods up to 21 months. The irradiation therapy 
consisted of deep x-ray therapy and administration of radio- 
active cobalt, followed by intracavitary radium application. 
Symptoms of factitial proctitis occurred in 43 of the 62 patients 
within a period of from three weeks to five or seven years after 
the initial irradiation therapy. Nineteen patients (30.65%) had 
no symptoms, although objective findings were present in the 
rectum or lower sigmoid. Symptoms consisted of bleeding, diar- 
rhea, pain, constipation, abdominal cramps, rectal tenesmus, and 
excessive mucoid discharge. Proctoscopic examination revealed 
that telangectasia was present in all grades of proctitis. The 
earliest changes appeared as a mild or moderate erythema with 
some edema of the mucosa. The severity of the process may 
progress and lead to inflammation and eventually to ulceration 
of the intestine, usually on the midanterior rectal wall. An ulcer 
will occasionally continue to penetrate through the anterior rec- 
tal wall until a rectovaginal fistula results. Often it is impossible 
to tell whether one is dealing with infiltrating carcinoma or in- 
Hammatory tissue. Repeated proctoscopic examinations should 
be performed in all patients having undergone pelvic irradiation. 

The 62 patients (82.86%) had mild proctitis and were treated 
topically with hydrocortisone. The course of therapy in most 
patients consisted of eight consecutive weeks of two daily rectal 
applications of 75 mg. of 2.5% hydrocortisone acetate. In some 
patients treatment was continued for 12 weeks. A pronounced 
proctoscopic improvement was noted after two or four weeks of 
treatment. Untreated lesions may heal within a period of from 
12 to 24 months. Healing time was shortened by the treatment 
to three or four months. There is a definite possibility of in- 
testinal perforation with topical application of hydrocortisone, 
and this possibility should be kept in mind. No other untoward 
reactions were observed. 


Chronic Hypertension Following Pre-Eclamptic Toxemia: The 
Influence of Familial Hypertension on Its Causation. F. J. 
Browne and D. R. Sheumack. J. Obst. & Gynaec. Brit. Emp. 
63:677-679 (Oct.) 1956 [London, England]. 


As a result of examining the blood pressures of parents and 
siblings of 100 primiparas who had preeclamptic toxemia and 
were followed up in the postnatal clinic, there seems to be 
sufficient evidence to suggest that those who belong to hyper- 
tensive families run a certain risk of developing residual hyper- 
tension immediately after the pregnancy in question. The evi- 
dence suggests that if the patient with preeclamptic toxemia 
does not belong to’: a hypertensive family, residual hypertension 
w Il not develop. It is probable that in patients in whom chronic 
hypertension develops the preeclamptic toxemia does not cause 
the hypertension but simply unmasks a familial tendency to 
hypertension and makes it develop earlier than it would other- 
wise have done. 


Black Urine (“Black Water”) After Use of Quinine During 
Pregnancy. U. Brost. Geburtsh. u. Frauenh. 16:698-706 ( Aug.) 
1956 (In German) [Stuttgart, Germany]. 


The first of the two patients presented was a 33-year-old 
woman who was given quinine to induce labor, her pregnancy 
hiv.ng progressed beyond term. Since the first doses of quinine 
fiiled to induce labor, treatment with quinine was repeated on 
the following day. Petechial points appeared on the tongue, the 
orl mucous membranes, and on various parts of the body. The 
urine obtained by catheterization was black and contained many 
erythrocytes and a few leukocytes. Examination of the blood 
disclosed a decided thrombopenia, a prolonged coagulation time, 
and a decrease in the osmotic resistance of the erythrocytes. 
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Fortunately, delivery did not start until after the hemorrhagic 
tendency had been corrected by large doses of vitamins C and 
K. Delivery was uneventful despite continued microhematuria. 
Subsequent inquiry revealed that a few weeks before the woman 
was hospitalized for the induction of labor she had taken a 
cold remedy known to contain quinine. She recalled that after 
that she developed “large blue spots” after only slight bruising. 
Some months later the woman reported that a sister of hers 
likewise had developed skin hemorrhages after taking a quinine 
preparation. The author deduced from this that a familial idio- 
syncrasy to quinine played a part in the development of the 
severe hemorrhagic reaction to quinine. 

The second patient was an unmarried woman, aged 21, who 
took large doses (9 gm.) of a quinine preparation over a period . 
of three days in order to induce an abortion. Here again the 
urine was black, and when the blood was examined the super- 
natant serum was red. Renal insufficiency developed, and the 
patient died from uremia and cardiovascular failure. The therapy 
of the quinine-induced hemoglobinuria should aim at restoring 
normal blood coagulation and at counteracting the increased 
permeability of the vascular walls. 


Post-Eclamptic Vegetablism. C. W. F. Burnett. J. Obst. & 
Gynaec. Brit. Emp. 63:680-685 ( Oct.) 1956 [London, England]. 


Burnett describes observations on a 26-year-old multipara in 
whom severe eclampsia progressed to a vegetative state that 
terminated in death after six weeks. Although patients with post- 
eclamptic psychosis and aphasia have been frequently described, 
only two similar cases of a vegetative existence following severe 
eclampsia appear in the literature. One of these two women died 
after six years of a vegetative existence and the other three 
months after delivery. The histological features of the brains 
are compared, The hypertension and prolonged anoxia that 
occur with severe eclampsia give rise to a hypertensive 
encephalopathy of profound degree, which, if the patient sur- 
vives, produces areas of ischemic necrosis in both the grey and 
white matter that destroy the higher cerebral centers. In con- 
sequence of this damage the patient is reduced to a vegetative 
form of existence, from which there is no recovery. Such cases 
were rare in the past, as the severity of the eclamptic process 
necessary to produce such a severe encephalopathy usually killed 
the patient. With the improved treatment of eclampsia by means 
of hypotensive drugs and the salvage of patients who would 
have otherwise died, it may be expected that they will be en- 
countered more frequently in the future. It is to be hoped that 
this threatened increase will be cancelled by a decreased inci- 
dence of eclampsia itself, for it is no therapeutic achievement 
to save the life of a patient at the cost of her living a decerebrate 
existence. 


Bacteremia as a Cause of Obstetric Shock. J. G. Dumoulin and 
G. R. Steed. J. Obst. & Gynaec. Brit. Emp. 63:739-742 ( Oct.) 
1956 [London, England]. 


The histories of two women are cited to illustrate that severe 
obstetric shock can result from bacteremia acquired during 
labor. In both patients blood culture yielded Bacterium coli. The 
infection was acquired in the first patient during surgical in- 
duction of labor and in the second as the result of an infected 
blood transfusion. Both patients recovered. In view of the sat- 
isfactors response to v.gorous treatment, this rare but dangerous 
condition should be borne in mind in cases of unexplained 
shock. 


Analysis of Amniotic Fluid Cells for Diagnosis of Foetal Sex. 
L. Sachs, D. M. Serr and M. Danon. Brit. M. J. 2:795-798 ( Oct. 
6) 1956 [London, England]. 


An analysis of amniotic fluid cells was made in an attempt 
to diagnose the fetal sex in 40 cases in the ninth month and in 
8 cases in the third, sixth, and seventh months of pregnancy. 
Amniotic fiuid was obtained before delivery by puncture of the 
membranes and in the earlier months of pregnancy by abdom- 
inal puncture, except for the patient in the third month, in 
whom the amniotic fluid was obtained in the course of hysterec- 
tomy. A clear sex difference was found when the diagnosis was 
based both on the percentage of cells with a karyosome and on 
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the percentage of cells with a karyosome at the nuclear mem- 
brane. The latter determination is to be recommended as a 
routine procedure, since it is easier to carry out. 

In the 47 cases in the sixth, seventh, and ninth months of 
pregnancy there was a mean of 4% of cells with a karyosome at 
the nuclear membrane in males and a mean of 35% of such cells 
in females. The karyosome was also larger when found in cells 
of a female than in cells of a male. Three main types of epi- 
thelial cells, namely, basal, precornified or cornified, and kera- 
tinized cells, were observed in the amniotic fluid. Of these, the 
basal and precornified cells proved to be most suitable for the 
diagnosis of sex. 

Determinations of the percentage of cells in the amniotic fluid 
that are suitable for the diagnosis of sex gave a mean of 12% 
suitable cells for both males and females in the sixth, seventh, 
and ninth months of pregnancy. In the one case in which the 
amniotic fluid was obtained in the course of hysterectomy at 
the end of the third month, 61% of the cells were suitable for the 
diagnosis; the diagnosis of female sex on the amniotic fluid cells 
was confirmed by a study of embryonic membranes. It was also 
possible to make a diagnosis on the cells in the fluid of an 
8-week-old aborted embryo, and this was again confirmed by 
a study of embryonic membranes. 


PEDIATRICS 


Observations on the Etiology of Acute Laryngotracheobron- 
chitis, Toronto, 1953-1954. E. A. Morgan, J. A. Turner, A. J. 
Rhodes and others. Canad. M. A. J. 75:638-641 (Oct. 15) 1956 
[Toronto, Canada]. 


Fifty-two boys and 18 girls between the ages of 6 months and 
10 years with acute laryngotracheobronchitis were admitted to 
the Tracheitis Unit of the Hospital for Sick Children in Toronto, 
Canada, between 1953 and 1954. All of them had two or more 
of the following symptoms: coryza, hoarseness, croupy cough, 
stridor, and dyspnea. Bronchoscopy was performed on 21 chil- 
dren, 8 of whom had supraglottic edema, 5 generalized edema, 
and 8 subglottic edema. Micrococcus (Staphylococcus) pyo- 
genes was isolated from 28 of the 70 patients. Streptococcus 
pneumoniae was isolated from 23 patients. Hemophilus in- 
fluenzae, type B, was found in one patient with the typical 
clinical picture associated with this infection. These findings 
confirmed earlier reports that there is no constant pattern of 
organisms in these cases. Twenty-one patients required tra- 
cheotomy. Inoculation of tracheal secretions into tissue cultures 
revealed agents cytopathogenic for tissue cultures of human 
embryo lung and monkey kidney cells in five cases, but only 
two of these agents could be propagated serially. The changes 
produced in monkey kidney cells took about six or eight days 
to appear in the case of the two strains that were successfully 
propagated. 

The clinical and bacterological findings in these patients 
agreed with the aspect of the disease as described by Neffson 
in his monograph on acute laryngotracheobronchitis. The recog- 
nition of the severe case with poor air entry but only a muffled 
stridor is vitally important because tracheotomy is lifesaving. 
The results of modern treatment with cool, moist air, antibiotics, 
and tracheotomy were gratifying; only one of the 70 patients 
died. 


Cortisone Therapy of Lye Burns of the Esophagus. E. S. Ray 
and D. L. Morgan. J. Pediat. 49:394-397 (Oct.) 1956 [St. Louis]. 


Since 1954 the authors have used cortisone and antimicrobial 
drugs in 11 children with lye burns of the esophagus. In view 
of the danger of serious mediastinal and pulmonary complica- 
tions from cortisone therapy, the children were hospitalized 
during the period of cortisone administration. The ages of the 
11 children ranged from 1 to 4 years, and 7 had severe and 4 
had mild burns. Treatment with cortisone was started within 24 
hours after the burn in 10 of the children. One child did not 
enter the hospital until the fourth day after the ingestion of the 
lye, at which time complete esophageal obstruction was pres- 
ent. After 3 days of steroid therapy this patient was able to 
swallow liquids, and at the end of 10 days she was able to take 
a general diet and a barium swallow was normal. However, a 
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stricture of the esophagus developed in this child three months 
later that has required bougienage. This experience is further 
evidence of the ineffectiveness of steroid therapy when admin- 
istration is delayed. 

The authors favor the administration of olive oil and milk at 
frequent intervals to these patients. Diet is limited to liquid 
foods for three days and then puréed foods during the first two 
weeks. After that the child is given a general diet. Anti- 
microbial drugs (either a combination of streptomycin and peni- 
cillin or one of the broad-spectrum antibiotics) are given to all 
patients. Since most of these children have dysphagia, the drugs 
are given parenterally. Cortisone in doses of 25 mg. is given 
every six or eight hours; initially, during the period of dys- 
phagia, it is given intramuscularly, later orally. The duration 
of cortisone therapy ranged from 7 to 30 days, the optimal 
duration being indefinite. The 10 children who received corti- 
sone promptly had no evidence of stricture and have remained 
on a general diet during the period of follow-up (6 to 28 
months ). No complications resulted from the cortisone therapy. 


Reserpine in Cerebral Palsy. R. D. Harris and E. H. Rowley. 
J. Pediat. 49:398-400 (Oct.) 1956 [St. Louis]. 


Following a pilot study with reserpine in 27 children with 
cerebral palsy ranging in age from 2 to 12 years, the authors 
began a controlled evaluation in 42 patients with cerebral palsy 
(including the initial 27 ). The 42 were divided into two groups. 
Group 1 was given 0.25 mg. of reserpine (elixir Serpasil) daily. 
Group 2 was given placebos. Group 1 received reserpine for a 
two-week period, after which they were changed to placebos 
and group 2 was then given reserpine for a two-week period. 
The two groups were as nearly identical in diagnosis as pos- 
sible. The nursing personnel reported that all children receiving 
reserpine were happier and more cooperative and that there 
were fewer emotional upsets. In many instances the tension was 
reduced so that the children were better able to cooperate in the 
physiotherapy program. In some children in whom there had 
been fear of falling when walking, this fear was allayed. They 
tolerated their braces better and were able to manage them 
with greater ease. Children who were usually restless at night 
slept better, and the usual dose of sedative was lowered or com- 
pletely withdrawn. There was an increase in appetite, and many 
showed weight gains. 

Four illustrative case histories are presented. No significant 
changes in blood pressure were observed, although there was 
a slight reduction in cardiac rate. “Snuffy nose” was observed 
in some instances. Urticaria in a 4-year-old child subsided when 
reserpine was withdrawn and did not recur when treatment was 
resumed with a smaller dose (0.1 instead of 0.2 mg. twice 
daily ). Drowsiness was sometimes noted, particularly with the 
larger doses of the drug. Reserpine was a helpful adjunct in a 
training program for children with cerebral palsy. The drug in- 
duced better cooperation, replaced sedations, and served as a 
tranquilizer in emotional states. It was especially beneficial in 
allaying tension in tension athetosis and in reduction of tremor 
in tremor athetosis. Dosage must be individualized, but 5 min- 
ims (0.02 mg.) of Serpasil elixir daily is adequate for main- 
tenance therapy in small (25 to 30 Ib. [11.3 to 13.6 kg.]) chil- 
dren. 


Clinical Features of Aseptic Meningitis Caused by Coxsackie-B 
Virus. D. L. McLeon, A. J. Beale, G. A. McNaughton and A. J. 
Rhodes. Lancet 2:701-703 (Oct. 6) 1956 [London, England]. 


The clinical features of 17 children with aseptic meningitis 
due to Coxsackie-B virus are described. They formed part of a 
series of 96 cases of aseptic meningitis diagnosed as “nonpara- 
lytic poliomyelitis” and studied at the Hospital for Sick Children 
in Toronto, Canada, from 1950 to 1955. Most of these children 
were hospitalized shortly after an abrupt onset of symptoms 
indicating meningeal irritation. Most were followed after dis- 
charge, when convalescent serums were collected. On admis- 
sion, or as soon as possible after, stools, blood, and cerebrospinal 
fluid were collected for virus studies. The techniques of exam- 
ination for viruses included the inoculation of suckling mice, 
monkeys, and monkey-kidney monolayer tissue cultures by 
standard methods. All except one of the 17 children (ranging 
in age from 4 to 11 years) yielded a Coxsackie-B virus that 
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could be assigned to one of Dalldorf’s antigenic types. Three 
patients excreted the same antigenic type of virus in stools and 
cerebrospinal fluid. Ten of the 12 patients who provided suit- 
able samples of serum showed during convalescence a rise in 
antibody to the homologous Coxsackie virus isolated from stools. 

All 17 children were adequately studied to exclude concurrent 
infection with poliomyelitis. One of the objects of this study 
was the simplification of the differential diagnosis, but this was 
not achieved. It did not prove possible, in the indivdual case, 
to distinguish between aseptic meningitis caused by Cox- 
sackie-B, poliomyelitis, or “orphan” viruses. A knowledge of the 
prevalent disease in the community may suggest the likely diag- 
nosis, a case of aseptic meningitis being likely to be due to 
Coxsackie-B, poliomyelitis, or mumps virus if pleurodynia, para- 
lytic poliomyelitis, or mumps is present in the community. Even 
during epidemics of paralytic poliomyelitis, however, there is 
evidence that some cases of aseptic meningitis are not due to 
polomyelitis. It seems that about 20% of cases of aseptic men- 
ingitis in Ontario are caused by Coxsackie-B virus. 


THERAPEUTICS 


The Effect of ACTH and Cortisone on Gastroduodenal Ulcer: 
Experimental Study. F. P. Tinozzi and G. Dozio. Minerva chir. 
11:699-703 (Aug. 15) 1956 (In Italian) [Turin, Italy]. 


The authors studied the effect of adrenal hormones on gastro- 
duodenal ulcer, or, more particularly, the way in which these 
hormones are related to the occurrence of hemorrhage in ulcer- 
ous lesions of the gastroduodenal tract. Fifty guinea pigs with 
an average weight of 400 gm. were put on a monophagic diet 
low in vitamins. This diet produced in the animals lesions sim- 
ilar to gastroduodenal ulcer in man. The animals were divided 
into 5 groups of 10 guinea pigs each. The first group was kept 
as a control; it was put on a monophagic diet and received no 
hormones. The second group was treated with 6 mg. of corti- 
cotropin (ACTH) per day, beginning when the monophagic 
diet was started. The third group was treated with 6 mg. of 
corticotropin per day beginning 15 days after the monophagic 
diet was started. The animals of the fourth group received 6 mg. 
of cortisone per day beginning when the monophagic diet was 
started. Animals of the fifth group received 6 mg. of cortisone 
per day beginning 15 days after the monophagic diet was 
started. 

Some of the guinea pigs in the first group were killed after 
the 13th or 15th day. Gastroduodenitis with hemorrhage was 
found, especially in the juxtapyloric region. The rest of the 
group died after from 45 to 55 days. Hemorrhagic gastroenter- 
itis was present in all and gastroduodenal ulcers in 85%. The 
animals of the second group died after from 40 to 50 days. 
All of them had gastroenteritis, but none had ulcers. The ani- 
mals of the third group presented after death hemorrhagic 
gastroduodenitis with ulcers, and three had a juxtapyloric per- 
forated ulcer. Treatment with cortisone had no effect on the 
animals of the fourth and fifth groups, in which the findings 
were the same as in the first group. 

Corticotropin and cortisone have no real ulcerogenic effect. 
Cortisone has no effect on gastroduodenal ulcers caused by a 
monophagic diet or on the occurrence of complications such as 
hemorrhage and perforation. Corticotropin given before the oc- 
currence of a gastroduodenal ulcer has an inhibiting effect. If 
it is given after ulcers have developed, corticotropin causes 
complications. 


Pellagra Caused by Isoniazid. R. J. Harrison and M. Feiwel. 
Brit. M. J. 2:852-854 (Oct. 13) 1956 [London, England]. 


Pellagra occurred in a 45-year-old woman who was given 
300 mg. of isoniazid daily combined with 20 mg. of pyridoxine 
hydrochloride three times daily for multiple sclerosis of 20 years’ 
duration. The patient’s appetite had always been poor, and her 
intake of food was inadequate. During a particularly sunny 
summer, she had burning sensation in the hands and feet, and 
typical symmetrical pellagrous dermatitis developed on the 
hands and feet. Isoniazid was withdrawn. Her symptoms per- 
sisted for the next three weeks. She continued to take the same 
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inadequate diet. The burning sensations in hands and feet did 
not let her sleep at night with her extremities covered. The 
latter symptoms were rapidly relieved when the patient was 
given 1 gm. of nicotinamide daily. The dermatitis improved, 
and within 18 days the skin appeared normal. 

As the symptoms of pellagra appeared in the course of 
isoniazid therapy, there seemed to be a cause-and-effect re- 
lationship. Other clinical observations were collected from the 
literature that pointed to isoniazid being a contributory factor 
in producing pellagra when the patient was in a prepellagrous 
condition. These clinical findings suggest a possible metabolic 
antagonism between isoniazid and nicotinamide. Isoniazid bears 
an undoubted structural similarity to nicotinamide, which is an 
integral component of an essential oxidation-reduction co- 
enzyme, i. e., diphosphopyridine nucleotide. Experimental work 
has shown that it is possible by enzyme action to cause an ex- 
change of isoniazid for the nicotinamide portion of diphos- 
phopyridine nucleotide; this points to a mechanism by which 
isoniazid might produce nicotinamide deficiency, but in experi- 
ments on the whole animal this has not yet been shown. The 
biological antagonism between isoniazid and pyridoxal is caused 
by a purely chemical reaction. The suggestion that the pellagra- 
producing effect of isoniazid depends on the patient's initial 
level of nicotinamide being low would cover the facts observed 
in the patient. An apparent relationship between isoniazid and 
a condition that is caused specifically by a nicotinamide de- 
ficiency points to an interference by isoniazid in nicotinamide 
metabolism; as an integral component of diphosphopyridine 
nucleotide, nicotinamide has its most important ki.own meta- 
bolic function. The question remains whether these observations 
are a reflection in man of the mechanism by which the tubercle 
bacillus is inhibited by isoniazid. 


Modification of Abnormal Serum Lipid Patterns in Atheroscle- 
rosis by Administration of Sitosterol. M. M. Best and C. H. 
Duncan. Ann. Int. Med. 45:614-622 (Oct.) 1956 [Lancaster, 
Pa.]. 


Sitosterol was administered to 24 patients for sufficient 
periods of time to evaluate its effect on serum cholesterol and 
other lipids. Several types of sitosterol suspensions were em- 
ployed in early studies, but during the last 18 months a 20% 
suspension of predominantly beta sitosterols has been used. Six 
to 8 gm. of sitosterol were administered orally immediately be- 
fore the ingestion of food, the usual total per day being 18 to 
25 gm. With this treatment the mean decrease in serum cho- 
lesterol was 15.5% of the control level. The absence of toxic 
effects permits further study of the possible therapeutic valuc 
of sitosterol in human atherosclerosis. 


PATHOLOGY 


Cancer and Atherosclerosis. A. Elkeles. Brit. J. Cancer 10:247- 
250 (June) 1956 [London]. 


The incidenze of calcified atheroma was investigated in pa- 
tients with cancer and in controls over the age of 50 years. 
Radiography of the abdominal aorta has proved to be a valuable 
method for recognizing calcified atheroma during life. The ab- 
dominal aorta was radiographed in 1,116 patients over 50 years 
of age, comprising 416 cases of cancer of various organs and 
700 controls. A low incidence of calcified atheroma was found 
in the cancer patients (18.7%) compared with the controls 
(36.7%). This difference is even more pronounced in the 71 to 
80 age group, 28.4% against 71.9%. Calcified atheroma is rare 
in patients with carcinoma of the stomach and its incidence is 
low in those with carcinoma of the prostate and breast. The 
percentage of calcified atheroma in patients with cancer of the 
respiratory tract, however, does not differ from that of the con- 
trol series. The hypothesis is proposed that the incidence of 
calcified atheroma is low in patients with cancers that are in- 
fluenced by genetic factors or are hormone dependent. The 
incidence of calcified atheroma in patients with cancers pre- 
dominately caused by exogenous carcinogenic agents does not 
differ from the control series. Persons with marked atherosclero- 
sis are less likely to develop cancer of certain organs, e. g., of 
the stomach, breast, and prostate. 
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Patchy Myocardial Necrosis in Rabbits After Shock Doses of 
Histamine and Peptone. B. M. Herbertson. J. Path. & Bact. 
72:137-141 (July) 1956 [Edinburgh, Scotland]. 


The experiments described demonstrate that histamine and 
peptone shocks may cause myocardial lesions in the rabbit 
identical with those found after anaphylactic shock or severe 
pulmonary embolism. In a previous discussion it was considered 
that in both the latter conditions myocardial ischemia accom- 
panying distension of the right ventricle and atrium was the 
fundamental cause of the injury. As the alterations in the dynam- 
ics of the cardiovascular system produced the injections of 
histamine and peptone are similar to those found after anaphy- 
lactic shock and pulmonary embolism, it is probable that the 
mechanism of the. lesions is also essentially the same. 


Anticoagulant Therapy of Acute Myocardial Infarction: An 
Evaluation from Autopsy Data with Special Reference to 
Myocardial Rupture and Thromboembolic Complications. K. T. 
Lee and R. M. O'Neal. Am. J. Med. 21:555-559 (Oct.) 1956 
[New York]. 


The effects of anticoagulant therapy have been evaluated 
from clinical and autopsy data in 500 patients with acute myo- 
cardial infarction who were treated and who died at Barnes 
Hospital in St. Louis between 1910 and 1954, One hundred 
se: nty-four patients with myocardial infarction were admitted 
to aud died at this hospital before the advent of the anticoagu- 
lant drugs, and of the 326 patients who were admitted after the 
introduction of anticoagulant therapy 108 were treated with 
anticoagulants and 218 were not. Intravascular thrombi compli- 
cating acute myocardial infarction were observed at autopsy in 
a significantly greater percentage of patients who did not receive 
anticoagulants than in patients who received adequate anti- 
coagulant therapy within three days of the clinical onset of the 
infarction. This difference was apparent only when patients who 
died within three days of the clinical onset of the infarction 
were omitted from the comparison. This omission was justified 
because a much greater proportion of untreated than treated 
patients died within the first three days after onset of the in- 
farction and because thrombi were less common in patients who 
died early in the illness. The incidence of thrombi was not 
affected if initiation of anticoagulant therapy was delayed more 
than three days after the clinical onset of the infarction. This 
finding suggests that anticoagulant therapy is not effective unless 
begun within three days of the clinical onset of the infarction. 

Myocardial rupture occurred five times as frequently among 
anticoagulant-treated patients as among untreated patients in 
the same period. However, no significant over-all increase in 
myocardial rupture occurred between 1910 and 1954. The 
possibility exists that selection of patients receiving anticoagu- 
lant therapy accounted for the high incidence of rupture in the 
anticoagulant-treated patients, but no support for this explana- 
tion was found in the clinical histories. The incidence of myo- 
cardial rupture in untreated patients decreased slightly in the 
years between 1910 and 1954. 

Hemopericardium without myocardial rupture was not sig- 
nificantly more frequently observed in patients treated with 
anticoagulants, and in none of the cases was the amount of 
blood considered sufficient to have caused the patient’s death. 


Malignant Paraganglioma of the Organ of Zuckerkandl. W. A. 
Haug and H. W. Baker. A. M. A. Arch. Path. 62:335-339 (Oct. ) 
1956 [Chicago]. 


The authors describe a case of malignant paraganglioma 
arising from the organ of Zuckerkandl (extra-adrenal abdominal 
chromaffin tissue ) in a 60-year-old man complaining of low back 
pain of five months’ duration. The pain was constant, aggravated 
by walking or coughing, and accompanied by numbness and 
weakness of the left lower extremity. A poorly defined, firm, 
deeply situated mass, measuring 8 by 10 cm., was palpable 
just above the angle formed by the spine and the left iliac crest. 
An attempt was made to obtain a biopsy specimen of this left 
lumbar mass by a posterior approach. A vascular, yellow-gray 
tumor was discovered lying within the quadratus lumborum 
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muscle and invading the spine. Upon incision into the tumor 
profuse hemorrhage occurred. The tissue removed at operation 
was reported by the department of pathology as adenocarcinoma, 
possibly metastatic from the kidney or adrenal gland. The pa- 
tient died six months after the operation. 

On autopsy a bulging, lobulated fusiform mass was found 
partially covered by and invading the psoas muscle. It was 
located retroperitoneally, in the left paravertebral region, im- 
mediately adjacent to the bifurcation of the aorta. On micro- 
scopic examination, a high-power view of the tumor revealed 
large polygonal and elongated epithelial-like cells. A medium- 
power view of the tumor showed a syncytial pattern with sparse 
stroma. Gomori’s chromaffin tissue stain on formalin-fixed tissue 
revealed cytoplasmic granules with positive chromaffin reaction. 
On section, the enlarged liver was seen to be literally replaced 
by metastatic tumor nodules measuring from 1 mm. to 8 cm. 
in size. These metastatic lesions appeared virtually identical 
with the parent tumor except that the cytoplasm of some cells 
appeared basophilic. 

The site of the primary neoplasm, just lateral to the bifurca- 
tion of the abdominal aorta, suggests that it originated in the 
organ of Zuckerkandl. This tumor is the third malignant para- 
ganglioma reported to have arisen in this location. Assay for 
epinephrine was not performed on the tissue obtained at opera- 
tion or at autopsy. At no time during the hospitalization of the 
patient was hypertension or any other evidence of sympathetic 
overactivity observed. Although the two malignant paragangli- 
omas of the organ of Zuckerkandl previously reported were 
both functioning tumors, most of the malignant paragangliomas 
arising in other sites, including the adrenal medulla, have shown 
no evidence of physiological activity. 


Mitral Stenosis and Pulmonary Arteriosclerosis: Correlation of 
Pulmonary Arteriosclerosis, Right Ventricular Hypertrophy, and 
Thromboembolism in Autopsied Patients Who Died with Mitral 
Stenosis. W. A. Thomas, K. T. Lee, E. R. Rabin and R. M. 
O’Neal. A. M. A. Arch. Path. 62:257-261 ( Oct.) 1956 [Chicago]. 


The relations between pulmonary arteriosclerosis, right ven- 
tricular hypertrophy, and pulmonary thromboembolism were 
studied by examining autopsy records and microsections of the 
lung from 86 patients with mitral stenosis as a principal anatomic 
diagnosis. Right ventricular hypertrophy was taken as presump- 
tive evidence that pulmonary hypertension had been present 
during life. For comparison, a “normal” (control) group of 50 
patients with neither cardiac nor chronic pulmonary disease was 
selected by age from recently performed autopsies. 

Thirty-five (41%) of the 86 patients with mitral stenosis had 
“moderate” or “advanced” arteriosclerosis of their small muscu- 
lar pulmonary arteries, and none of the patients in the control 
group had more than “slight” pulmonary arteriosclerosis. There 
was no significant correlation between the presence of moderate 
or advanced pulmonary arteriosclerosis and the presence of right 
ventricular hypertrophy. This finding suggests that pulmonary 
hypertension is not an important factor in the production of 
arteriosclerosis of the small pulmonary arteries in patients with 
mitral stenosis. Evidence of obvious thromboembolism consisting 
of clearly recognizable organized or fresh thrombi or infarcts 
in the lungs was observed in 26 (30%) of the patients with 
mitral stenosis. Moderate or advanced pulmonary arteriosclerosis 
was present in 18 (70%) of the 26 patients with thromboembolic 
phenomena, and only 17 (28%) of the 60 patients without 
demonstrable thromboembolic phenomena had moderate or ad- 
vanced pulmonary arteriosclerosis. Correlation between the 
presence of moderate or advanced pulmonary arteriosclerosis of 
the small pulmonary arteries and the presence of thromboem- 
bolic phenomena in the lungs thus was highly significant, sug- 
gesting that pulmonary thromboembolism is an important factor 
in the pathogenesis of pulmonary arteriosclerosis. 

Although this study was concerned primarily with factors 
associated with pulmonary arteriosclerosis, it also has physiologi- 
cal implications that may be useful in explaining the benefit 
derived from mitral commissurotomy. The absence of a signifi- 
cant correlation between the presence of moderate or advanced 
pulmonary arteriosclerosis and right ventricular hypertrophy 
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suggests that the degree of pulmonary arteriosclerosis observed 
in most patients with mitral stenosis is in itself insufficient to 
cause a significant increase in the pulmonary vascular resistance. 


The Laurence-Moon-Biedl Syndrome. C. F. Ross, L. Crome and 
D. Y. Mackenzie. J. Path. & Bact. 72:161-172 (July) 1956 
[Edinburgh, Scotland]. 


Clinical and postmortem studies on a 23-year-old man with 
the classical features of the Laurence-Moon-Bied] syndrome are 
presented. Laurence and Moon in 1866 reported on four patien's 
in one family presenting a syndrome of obesity, hypogenitalism, 
mental deficiency, and retinitis pigmentosa. Subsequent reports 
added polydactyly to these abnormalities. Three hundred cases 
of this syndrome have been reported up to 1955. Autopsy studies 
have been reported in only 10 of these, and most of them were 
incomplete, the eye, for instance, having been examined in only 
two cases. The main alterations in the brain of the authors’ 
patient were lipofuscin-like pigment in all of the nerve cells, 
which were somewhat reduced in number, patchy gliosis and 
slight demyelination of the optic tracts, and chiasma. The hypo- 
thalamus was essentially normal. The endocrine glands, in 
particular the pituitary, were normal. The eyes showed the 
changes of primary pigmentary degeneration. The kidneys were 
the seat of acute or chronic pyelonephritis. Death resulted from 
uremia. Uremia has been a frequent cause of death in the 
Laurence-Moon-Biedl syndrome. The type of renal disease is 
not constant; glomerulonephritis appears to be the commonest, 
but vascular disease, pyelonephritis, and hydronephrosis have 
all been described. The finding of a persistent fetal structure 
by Griffiths may be important, since his is the youngest patient 
examined and there was no superimposed renal disease. It is 
known that persistence of fetal structures predisposes to inflam- 
mations, and it would appear that in the Laurence-Moon-Bied] 
syndrome there is some obscure renal inferiority. 


The Pathogenesis of Atheroma of the Coronary Arteries. C. I. 
Levene. J. Path. & Bact. 72:83-86 (July) 1956 [Edinburgh, 
Scotland]. 


The coronary arteries were examined histologically in 98 
hearts, from all age groups, in order to determine the sequence 
in which deposition of fat, calcium, necrotic debris, and fibrin 
and vascularity of intima and media occur. The study confirmed 
that fibrin was the cause of the progressively enlarging fibrous 
intimal plaques. Other changes appeared to result from the 
failure of the superficial and deep zones of organisation to link 
up. Mensuration confirmed that localised intimal thickening is 
associated with thinning of the underlying media. 


Osteoperiosteal Lesions of the Leg in the Course of Chronic 
Phlebopathy of the Lower Extremity. C. Mairano and P. M. 
Pasquero. Minerva chir. 11:541-546 (June 30) 1956 (In Italian ) 
[Turin, Italy]. 


The authors studied osteoperiosteal lesions of the leg in the 
course of chronic phlebopathy of the lower extremity in 40 
patients with varicositis and 30 patients with phlebitis. Damage 
to the bone was present in most cases. Superficial capillary 
circulation with altered local metabolism is the main cause for 
osteoperiosteal damage. Infection plays a secondary role. The 
altered physiochemical character of the interstitial fluid has a 
chronic irritating effect on the bone and periosteal cells. Hyper- 
function or hypofunction follow according to the intensity of 
the stimulus of these cells. Hyperostosis and bone thickening 
follow in case of hyperfunction, osteoporosis in case of hypo- 
function. The periosteum does not remain immune to these 
processes, and its anatomy and function are affected by hyper- 
trophy, involution, or degeneration. 


Malignant Disease in Old Age. F. McKeown. Brit. J. Cancer 
10:251-256 (June) 1956 [London]. 


In autopsy studies on 1,300 patients dying over the age of 
70 years, heart disease ranked first and cancer second as a cause 
of death. Twenty-five per cent of patients in the series had 
malignant disease, and this proved fatal in 20%. Males were 
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affected more frequently than females, confirming the findings 
of other workers on the sex incidence of carcinoma in later life. 
The incidence of tumors rose slightly in the eighth decade as 
compared with the seventh, but this was partly accounted for 
by the increasing incidence of carcinoma of the prostate with 
age. The commonest site for a malignant tumor was the large 
intestine, 22% of all tumors occurring in this situation. The 
second most common tumor was carcinoma of the prostate, 
accounting for 14% of all malignancies. Tumors of the stomach, 
lungs, esophagus, bladder, kidney, and pancreas followed in 
that frequency, and rare tumors were those of cervix and ovary, 
thyroid, and melanoma. Nevertheless, most sites were repre- 
sented. Of all the malignant tumors discovered, 20% were inci- 
dental in that they were unsuspected and did not contribute 
materially to the death of the patient. This emphasizes the im- 
portance of complete postmortem examination as the only means 
of determining the true incidence of any tumor. 


RADIOLOGY 


The Use of Tantalum 182 in the Treatment of Early Bladder 
Carcinoma. P. J. van Miert and J. F. Fowler. Brit. J. Radiol. 
29:508-512 (Sept.) 1956 [London, England]. 


The authors review the methods available for dealing with 
early carcinoma of the bladder and suggest that more attention 
should be paid to the possibilities offered by interstitial irradia- 
tion, particularly in the matter of uniform and adequate dosage 
to the lesion-bearing area and the reduction of dosage to un- 
affected areas of bladder to a minimum. They describe new 
methods of using radioactive tantalum (Ta '**) wire to achieve 
these ends. Ta '*? wire is used in straight lengths with the 
terminal centimeter twisted on itself to form a loop for attach- 
ment of the withdrawal thread. Introducing needles are modified 
from serum needles by first removing the syringe fitting and 
then machining a longitudinal slot in the whole length of the 
needle. A small circular tab is fitted to the proximal end for 
handling purposes and to act as a guard against complete inser- 
tion into the tissues. The needles have a uniform slight curva- 
ture. concave towards the longitudinal slot. Special holding 
forceps are used in order to avoid crushing the introducing 
needles. Balloon catheters are used. 

Of the two methods described, one is used for interstitial 
implantation from within the bladder lumen and the other for 
interstitial implantation of the bladder from its exterior aspect 
in association with partial cystectomy. The use of each method 
is illustrated by a case history. The second method of perform- 
ing a tantalum wire implant could well be used for fundal 
lesions without doing partial cystectomy. A small incision could 
be made in the bladder to allow one finger to be introduced 
into the lumen to palpate the lesion and act as a guide while 
implanting the affected area, the needles then being inserted 
in the bladder wall from its exterior aspect. Suprapubic drain- 
age could be dispensed with and a balloon catheter of the Foley 
type left in the urethra. Special attention was given to the 
problem of uniformity of dosage, and observations made on 
dosage control are described. 


Angiocardiographic Demonstration of Inoperability in Some 
Cases of Pulmonary Neoplasia. F. Soave and B. Possenti. 
Minerva chir. 11:793-798 (Sept. 15) 1956 (In Italian) [Turin, 
Italy]. 


The authors made a study of the value of angiocardiography 
as a means of establishing the operability of pulmonary neo- 
plasms. Observations on 27 patients with pulmonary tumor from 
the periphery to the hilum are reported. A tumor in the hilar 
and parahilar regions can affect the vessels either by compres- 
sion or by invasion. In case of compression the vessels show 
changes in the pattern, and in cases of invasion the morphology 
and the course of the affected vessel are markedly affected. 
Compression was found in 20 patients who were operated on 
on the basis of radiographic findings. The contrast medium 
showed invasion in the remaining seven patients. Thoracotomy 
confirmed the inoperability of the lesion. 
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BOOK REVIEWS 


Atlas cerebri humani: The Inner Structure of the Brain Demonstrated on 
the Basis of Macroscopical Preparations. By E. Ludwig and J. Klingler. [In 
English, French, German and Italian.] Cloth. $18.50. Pp. 36, with 100 
plates. Little, Brown & Company, 34 Beacon St., Boston 6; S. Karger AG., 
Arnold Bécklinstrasse 25, Basel, Switzerland, 1956. 


The atlas contains a series of photographs of macroscopic 
specimens of the brain, prepared by the Klinger method of 
fixing in a formaldehyde solution, freezing, and dissecting while 
moist with special instruments. The freezing tends to spread 
the nerve fibers and, thus, makes them easier to handle. The 
photographs were taken with a Le:ca camera and enlarged to 
about 10 by 18 cm. Tracings, with the legends mostly from 
Parisiensia Nomina Anatomica, adopted by the International 
Congress of Anatomy in Paris on July 30, 1955, accompany each 
plate. The text, which precedes the plates, gives details of the 
Klinger technique and the nomenclature used and is in 
German, French, English, and Italian. These excellently pre- 
pared specimens, known to anatomists for over 20 years, are 
reproduced so satisfactorily that the atlas will be indispensable 
for demonstrating the gross tracts of the brain in classes in 
anatomy. There is a good index and an up-to-date bibliography. 
The previous atlas (1938) by the same authors has long been 
out of print. 


United States Army in World War II: The Technical Services. The 
Medical Department: Hospitalization and Evacuation, Zone of Interior. By 
Clarence McKittrick Smith. Cloth. $4. Pp. 503, with illustrations. Office of 
Chief of Military History, Department of the Army; Superintendent of 
Documents, Govern. Print. Of., Washington 25, D.C., 1956. 


This is one of a series of volumes on the history of the 
medical department of the U. S. Army during World War II. 
It deals primarily with the logistics of hospitalization and 
evacuation in the zone of the interior. The professional care of 
patients is not discussed here but will be discussed by specialists 
in future volumes of this series. When the President proclaimed 
a limited national emergency Sept. 8, 1939, the Army medical 
department was operating only 7 general hospitals and 119 
smaller station hospitals. The gigantic task before the medical 
department to meet the requirements of World War II is 
revealed in the fact that between January, 1942, and August, 
1945, there were 8,900,000 admissions to Army hospitals in 
the zone of the interior. In the same period, more than 518,500 
patients were debarked at seaports and 121,4€0 at airfields in the 
United States for transportation to hospitals. By the end of 
June, 1945, the number of patients on the rolls of Army 
hosp.tals in the United States rose to more than 318,000. How 
the medical department met this unprecedented task of 
hospitalization and evacuation is the subject of this volume. 


Pharmacognosy: The Study of Natural Drug Substances and Certain’ 


Allied Products. By Robertson Pratt, Ph.D., Professor of Pharmacognosy 
and Antibiotics, University of California School of Pharmacy, San Fran- 
cisco, and Heber W. Youngken Jr., Ph.D., Professor and Chairman for 
Pharmacognosy, University of Washington College of Pharmacy, Seattle. 
Second edition. Cloth. $10. Pp. 694, with 70 illustrations. J. B. Lippincott 
Company, 227-231 S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, 
Canada; Pitman Medical Publishing Co., Ltd., 39 Parker St., Kingsway, 
London, W.C.2, England, 1956. 


This edition, as was the previous one published in 1951, is 
intended primarily for students of pharmacognosy and for prac- 
ticing pharmacists. Various sections have been expanded due 
to the developments in such fields as the antibiotics and the 
tranquilizing drugs. The section on agents used for the control 
of insects has been enlarged to include toxicity and emergency 
treatment of poisoning caused by some of the newer insecticides 
of the organic phosphate group. An appendix, listing some of 
the common plants that exist in the United States, has been 
added to this edition, and it provides information on the treat- 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated, 


ment of accidental poisoning caused by them. In addition to 
providing a useful text for students of the pharmaceutical 
sciences, the book should be of value to physicians and to 
others interested in the study of natural drugs and allied mate- 
rials. 


Jews in the World of Science: A Biographical Dictionary of Jews Eminent 
in the Natural and Social Sciences. Edited by Harry Cohen and Itzhak J. 
Carin. Contributing editors: J. Robert Oppenheimer, Meyer W. Weisgal, 
and Louis Gershenfeld. Cloth. $18. Pp. 263. Monde Publishers, Inc., P. O. 
Box 209, White Plains, New York, 1956. 


In his preface Dr. Cohen quotes the famous statement of 
Pasteur to the effect that “la science n’a pas de patrie.” He 
then proceeds to argue not only that science can have a father- 
land but also that it can belong to a definite group—in this 
instance the Jews. There are tributes to Albert Einstein, 
Chaim Weizmann, Jonas E. Salk, and others. It apparently did 
not occur to the writer that, were it not for the great Ehrlich, 
also a Jew, there would be no Salk. The founder of the science 
of immunity, Ehrlich, is not mentioned anywhere in the 
volume and neither is Metchnikoff, who first described phago- 
cytosis. On the other hand the names of physicians, whose only 
contribution to science was that they were born Jews, are in- 
cluded. The value of this opus to science, and for that matter 
to the Jews as a group, may be questioned in view of such 
limitations. 


Pelvimetry. By Herbert Thoms, M.D. Cloth. $5. Pp. 120, with 45 illus- 
trations. Paul B. Hoeber, Inc. (medical book department of Harper & 
Brothers), 49 E. 33rd St., New York 16, 1956. 


This small book presents a practical description of the varia- 
tions and abnormalities of the bony pelvis in relation to labor 
and describes certain diagnostic procedures by which pelvic 
morphology and pelvic capacity can be ascertained. Thoms 
has devoted a large part of his career to this subject. He was a 
pioneer in urging that all primigravidas have a combined clinical 
and roentgenologic survey of the bony pelvis. The book is the 
culmination of the author's numerous contributions to the 
literature in the past 25 years. It is well printed in clear type, 
and most of the illustrations have been clearly reproduced. 
A few of the line drawings lack the professional touch. Never- 
theless, the book is a classic and should be diligently studied 
by all obstetricians and roentgenologists. 


Thiopentone and Other Thiobarbiturates. By John W. Dundee, M.D., 
F.F.A.R.C.S., D.A. Cloth. $5. Pp. 312, with 59 illustrations. E. & S. Liv- 
ingstone, Ltd., 16 and 17 Teviot Pl., Edinburgh 1, Scotland; Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1956. 


This book should rapidly come to be considered one of the 
classics in the literature of anesthesia. The author has condensed 
into a relatively few pages the pertinent mass of literature that 
has accumulated on this vital subject. This book is logically and 
clearly prepared in a fashion that makes it easy and pleasant 
to read, yet it is definitely informative. Although the author 
does not hesitate to express his opinion, he gives due considera- 
tion to the controversial aspects of the subject and, in the final 
analysis, presents the reader with the known as well as the un- 
known of the subject of anesthesia. This book is organized into 
12 chapters dealing with history; physical properties and 
chemistry; distribution and fate in the body; the effects of 
thiobarbiturates on the body; variations in response to thiobar- 
biturates; the use of thiopental sodium in certain pathological 
conditions; hazards, therapeutic uses, and administration of 
thiopental; some newer thiobarbiturates; and analeptics and 
other stimulants. There are excellent references given on each 
aspect of the subject. The conciseness and neatness of this book’s 
organization should make it valuable as a reference book for all 
who are interested. It can, therefore, be recommended to 
libraries, anesthesiologists, surgeons, pharmacologists, and 
physiologists. 
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QUERIES AND MINOR NOTES 


STRENUOUS EXERCISE IN OLDER PERSONS 


To THE Eprtor:—Please give the consensus among physicians 
of the advisability of strenuous exercises (such as weight 
lifting, running, or dancing—all of them up to a point short 
of exhaustion or even fatigue) in a healthy man in his early 
fifties. M.D., New York. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


Answer.—If the man in his early fifties is healthy, strenuous 
exercise such as weight lifting, running, and dancing is not 
harmful. An individual’s general health has great influence on 
his tolerance for such exercise. If he can tolerate it well, it is 
not believed there is any harm in following a program of 
activities of this kind. Care should be taken with regard to 
exercise for an individual whose health shows some defect. 


ANnsweERr.—There is no known study providing evidence as to 
a consensus on the question. The following excerpts from a 
from a committee report in Hygeia, August, 1943, are 
pertinent. 

Among older persons (over 40) physical examinations and observation 
of the individual’s reaction to exercise will disclose large numbers who 
need to restrict exercise. 

Individual variations in capacity for exercise are important. Some per- 
sons, even at early ages, react unfavorably to exercise through extreme ex- 
haustion, breathlessness and emotional depression. It is not wise to expec! 
these persons to reach the same level of physical achievement as do thos 
to whom exercise is an exhilarant and a stimulant. 

Hard, fast, sustained or highly competitive games and sports should not 
be played by persons beyond the age of 35, unless they have been playing 
them continuously and have kept themselves fit and accustomed to these 
sports. 

The ability to recuperate after exercise is a good guide at any age. Re- 
cuperation should be reasonably prompt. If breathing and heart rate are 
still greatly accelerated at the end of ten minutes after exercise, and if 
there is marked weakness or fatigue persisting after a two hour rest period, 
restlessness after retiring for the night with broken sleep, or a sense of 
definite fatigue the day following, the exercise has been too severe or too 
prolonged for that person in his present stage of training and physical 
strength. 

Exercise should be graded according to age, capacity of the individual, 
and the state of his training and fitness. In general, exercise should be 
modified in the direction of less strenuous activities after the age of 40. 

Since performance in any activity is fundamentally conditioned by the 
age, sex, and physical capacity of the participants, it follows that the 
amount of effort actually exerted by each individual will more significantly 
determine the contribution of the activity to his physical fitness than will 
the rules or other specifications that give form to the activity. 


TRICHOMONAS INFECTION 


To THE Eprror:—Please suggest treatment of chronic urinary 
infection with trichomonads as the chief offending organisms. 
I have tried all the available antibiotic agents. Tritheon was 
also used. M.D., Florida. 


ANsweER.—It is taken for granted that the patient in question 
is a female. Infection in the urinary tract with trichomonads is 
usually of vaginal origin, and an attempt should first be made 
to eliminate vaginal infection. As is well known, this may be 
difficult to accomplish. Numerous trichomonacidal agents are 
available, but few, if any, seem to eliminate this organism per- 
manently. The patient may have symptomatic relief and the 
trichomonads may disappear temporarily, but if subsequent 
vaginal cultures are made they are usually found to be present. 
It is particularly difficult to eliminate them, when present in 
the Skene’s or Bartholin’s glands. In the treatment of tricho- 
monas infection, attention must be given to the male partner, 
and on examination of the semen in such cases trichomonads 
will be found in a high percentage of cases. Simultaneous treat- 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


ment of both wife and husband should be given if the latter is 
found to be the carrier. Although Tritheon (2-acetylamino-5- 
nitrothiazole ) has not been of value in this case, many observers 
have found it to be quite efficacious when administered to both 
the male and the female involved. 

In this case, the chief problem seems to be a chronic urinary 
infection. While trichomonads often are found in the urine of 
patients suffering with vaginal trichomonas infections, they may 
be incidental invaders and cause little or no urinary symptoms. 
If there is definite evidence of chronic urinary infection present, 
the etiological organism is probably other than trichomonal. It 
would be necessary to have cultures made of the urine to deter- 
mine the types of bacterial infection present. Such infection 
may be caused by a variety of lesions involving the urinary 
tract, which will have to be identified. As with every chronic 
urinary infection, a thorough and careful examination of the 
urinary tract, including cystoscopic examination with catheteri- 
zation of the ureters and urographic examinations, is indicated. 


CAUDAL ANESTHESIA IN OBSTETRICS 


To tHe Eprror:—Does Hingson still use caudal anesthesia in 
obstetrics, or does he now prefer the saddle block method? Is 
there any center in the eastern United States where the Hing- 
son caudal method is taught? At a local hospital the trocar and 
catheter method is used with a high percentage of failures. Is 
this method recommended in preference to methods with 


flexible needle? M.D., Massachusetts. 


ANsweER.—During 1955, continuous caudal analgesia was ad- 
ministered in the department of anesthesia at the University Hos- 
pitals of Cleveland 625 times, of which 595 uses were for ob- 
stetric labor and delivery. Saddle block spinal anesthesia was 
administered 2,558 times in obstetrics on the same service. “Anes- 
thesia for Obstetrics,” by Hingson and Hellman ( Philadelphia, 
J. B. Lippincott Company, 1956, p. 182) contains statistical data 
from 8,000 consecutive labors and deliveries supervised by Hing- 
son and his staff, in which 28% of the private patients and 16% of 
staff patients in Johns Hopkins Hospital had caudal analgesia, 
with spinal being used in 13%; whereas the adjoining Sinai Hos- 
pital utilized caudal analgesia in 18% and spinal in 60%. Caudal 
analgesia is to be preferred for patients with systemic diseases 
and for primiparas undergoing long hours of labor, provided that 
the caudal is instituted after 5 cm. of cervical dilatation for pre- 
cipitous or rapid labors, with systemic sedation preliminary to a 
low-dose spinal anesthesia for delivery. Continuous caudal anal- 
gesia is being used for the majority of cases in the Beth E! Hos- 
pital in Brooklyn, N. Y., and for a large percentage in the Mount 
Sinai Hospital in Manhattan. More than 60 centers in the United 
States use this method regularly; for example, the maternity serv- 
ice at Fort Sam Houston, Texas, has conducted more than 
16,000 deliveries with this technique. Many anesthesia resi- 
dencies are teaching this method, for example, Columbia Univer- 
sity Hospitals, Manhattan; Western Reserve University, Cleve- 
land; Mason Clinic, Seattle; and Stanford University, San 
Francisco. At the present time, there are no intensive courses on 
this subject being given for short periods. 


CHLORINATION OF WATER 


To THE Eprror:—What measures should be taken in a small 
community in which the municipal water samples are re- 
turned from the state laboratory frequently as being unsafe 
“due to high coliform count”? These samples are unsafe in 
spite of apparently adequate chlorination. There have been 
sporadic cases of typhoid in this area. M.D., Colorado. 


Answer:—A chlorinated municipal water supply that con- 
tinually has specimens showing high coliform indexes is either 
one using water of a quality for which simple chlorination is 
not a satisfactory method of treatment or one for which the 
methods of application and control used are inadequate. On the 
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basis of the limited information given, these two points are to 
be considered: 1. Certain sources of water have a high color 
and turbidity and contain a large amount of organic and in- 
organic matter and a high bacteria content. Simple chlorination 
cannot be successfully used in such cases. Here other types of 
treatment are indicated, such as coagulation and filtration, sup- 
plemented with chlorination. 2. If the source water is of satis- 
factory quality for simple chlorination, then, to be effective, 
chlorine must be added under controlled conditions, that is, by 
trained personnel, with adequate equipment and_ properly 
selected points of application. A knowledge of the chlorine de- 
mand of the water is necessary so that, when chlorine is added, 
the proper amount is used to satisfy this demand and still to 
leave a residual of approximately 0.5 ppm in the most remote 
part of the distribution system. 

The above conditions may change periodically, hence, it is 
imperative to control the addition of chlorine and make regular 
residual chlorine tests, at least daily. It is suggested that, in 
organizing the control methods, the assistance of a qualified 
sanitary engineer be obtained. Regarding the advisability of 
mass typhoid inoculations, the local and state health authorities 
should be consulted. 


EXPOSURE TO TRICHLOROETHYLENE 


To THE Eprror:—Is prolonged exposure to trichloroethylene 
vapor likely to cause renal damage? ; 
M.D., South Carolina. 


ANSweER.—The current belief is that trichloroethylene seldom 
leads to renal involvement. This statement applies alike to acute 
and chronic poisoning. In fact, there is wide denial that a chronic 
state arises and affirmation that trichloroethylene does not lend 
itself to cumulative effects. Johnstone categorically states: “The 
kidneys or liver are not commonly injured by trichloroethylene.” 
The following statement is taken from Browning: “Most authori- 
ties appear to consider that nephritis as a sequel is unknown. 
Stiiber (1931) states that the kidneys are never affected. Roholm 
(1933), however, mentions acute nephritis as a manifestation of 
severe poisoning.” Von Oettingen makes these observations in 
connection with animal experiments: “With regard to patho- 
logical changes in the kidneys, Wright and Schaffer (1932) 
noted in dogs after oral doses of 5 cc. per kg. cloudy swelling and 
congestion of these organs. Bose and Mukerji (1944) reported no 
liver injury but signs of acute toxic nephritis, Lehmann and 
Schmidt-Kehl (1936) saw, after repeated exposure of rabbits, 
cloudy swelling and hyperemia with fatty infiltration. Similar 
findings were reported by Herzberg (1934), and Dervillée, Nun, 
and Casts (1939) saw regularly, lesions in the convoluted tubules 
of rabbits after oral doses, whereas the glomerular apparatus was 
not affected.” From industrial exposure renal damage is prac- 
tically unknown, and the same statement applies to the use of 
trichloroethylene for anesthetic purposes. The foremost locus of 
action of trichloroethylene is the central nervous system. 


STINGING TENTACLES OF JELLYFISH 


To THE Eprror:—What is the “stinging” chemical that one con- 
tacts with the tentacles of the “sting nettle” of the Chesapeake 
Bay? This marine animal is of the jellyfish family and abounds 
in the water near the rivers of the tidewater region. What is the 
best medicament to apply to the skin after contact, to relieve 
the stinging pain? What precautions and what medicament 
should be used when a swimmer’s eyes have been “stung”? Is 
there any method for ridding the water of these creatures? 


Harold W. Felton, M.D., Deltaville, Va. 


ANSWER.—Studies on extracts of coelenterate tentacles indicate 
that the pain-producing factor is probably 5-hydroxytryptamine. 
The concomitant paralysis may be due to two or more related 
quaternary ammonium bases such as tetramethylammonium and 
urocanylcholine. Treatment of coelenterate stings should be di- 
rected toward accomplishing their primary objectives: relieving 
pain, alleviating neurotoxic effects, and controlling primary 
shock. Morphine sulfate is effective in relieving pain. Calcium 
gluconate 4 gives prompt relief of muscular spasms; oral anti- 
histaminics and topical creams afford alleviation of urticarial 
lesions and symptoms as do ammonium hydroxide, sodium bicar- 
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bonate, olive oil, and ethyl alcohol. Artificial respiration, cardiac 
and respiratory stimulants, and other supportive measures may be 
required. If a swimmer’s eyes should be stung, any one of the 
remedies mentioned above that would not be harmful by itself 
may be used. There is no practical method of ridding the water 
of noxious coelenterates. Avoidance of the animals, whether in 
the water or on the beach, is the best prophylaxis. 


SURGERY OF FALLOPIAN TUBES 

To tHE Eprror:—What is the approximate percentage of preg- 
nancies obtained after surgery on fallopian tubes? Does the 
procedure for repair of a tubal closure depend to a certain 
extent on where the tubes are closed? What procedure can be 
considered favorably? What is the percentage of ruptured 
fallopian tubes and the percentage of serious hemorrhages? 

Howard Starret, M.D., Cuernavaca, Morelos, Mexico. 


ANSWER.—A year ago Siegler and Hellman summarized the 
results of salpingoplastic operations in the practices of 734 qual- 
ified specialists. Pregnancy occurred in 22.6% of the cases report- 
ed. Of the pregnancies obtained, about 15% terminated im abor- 
tion, 9% in ectopic gestation, and 74% in live births, The high 
incidence of extrauterine pregnancy, is, unfortunately, a feature 
to be expected in a group of cases in which the tubes are more 
or less damaged. Rupture and serious hemorrhage should rare- 
ly happen in women who are under the close observation of 
competent gynecologists. The chances of success are greatest 
when the obstruction is located at the fimbriated ends of tubes 
not otherwise notably affected by inflammatory disease. Of 77 
operations performed by this consultant in similar cases, 28 
resulted in the birth of living children. Each of the newer 
techniques for maintaining patency postoperatively has at least 
theoretical advantages, together with some disadvantages. After 
salpingostomy for fimbriated-end occlusion, this consultant relies 
mainly on early and repeated injection of iodized oil and insuffla- 
tion of gas. 


PERFORATION OF CORNEA 

To THE Eprror:—Occasionally, 1 have had to remove deeply em- 
bedded foreign bodies from the cornea under local anesthesia 
produced with Dorsacaine. At times, I have had to scrape 
gently but deeply with an eye spud to get all the particles out. 
Suppose I perforated the cornea on one of these attempts. 
How should I treat such an injury if it did occur? I am not an 
eye specialist, and I am 40 miles from the nearest medical 
center. M.D., Oregon. 


ANSWER.—The cornea is surprisingly resistant to perforation 
with an eye spud. A more common complication than perfora- 
tion is pushing the foreign body through the cornea into the an- 
terior chamber. If this occurs the pupil should be constricted, 
provided the foreign body is anterior to the iris. Then the pa- 
tient should be transported to special care, with the head in such 
a position that the foreign body cannot go through the pupil into 
the interior of the eye. If the anterior chamber is entered with an 
eye spud, there is a sudden loss of aqueous, which causes the 
iris to touch the cornea. Usually the opening is so minute that it 
is closed by fibrin in the reformed aqueous and the eye quickly 
heals. Immediately following such a perforation, it is advisable 
that both eyes be patched and that the patient be placed supine 
on a litter and transported by ambulance to the closest eye spe- 
cialist. 


DRUGS INTERFERING WITH PROTEIN-BOUND 

IODINE DETERMINATION 

To THE Eprror:—I would like a list of drugs that contain the 
iodide radical capable of giving a disturbed protein-bound 
iodine level. John D. Lynch, M.D., Manitowoc, Wis. 


ANswER.—Organic iodine-containing compounds known to 
effect protein-bound iodine determinations include iodine-con- 
taining radiopaque dyes used in angiocardiography, cholecys- 
tography, urography, bronchography, or myelography; iodinated 
amebicides (chiniofon, iodochlorhydroxyquin, and diiodohy- 
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droxyquin ); vaginal suppositories such as Floraquin, which con- 
tains diiodohydroxyquin; penicillin G diethylaminoethyl ester 
hydriodide (Neo-Penil); and iothiouracil. Preparations contain- 
ing inorganic iodine include Lugol’s solution, tincture of iodine, 
and syrup of hydriodic acid. Certain vitamin and cod liver oil 
preparations may also be rich in iodine, while barium sulfate is 
said to give rise to elevated protein-bound iodine due to con- 
taminating iodine. Sulfobromophthalein (Bromsulphalein) dye, 
though not containing iodine, also causes elevation of plasma 
protein-bound iodine. Due to the widespread use of iodide- 
containing compounds and the frequent difficulty of obtaining a 
history of exposure to such drugs, some laboratories now de- 
termine inorganic iodine in addition to protein-bound iodine, as 
an aid to the detection of spuriously high values. 


PREDNISONE FOR ASTHMA 


To THE Eprror:—A 10-year-old boy has had bronchial asthma 
every fall since he was one year of age. The usual drugs for 
wheezing—ephedrine, aminophylline, adrenalin, and sedatives 
—have little effect in terminating his attacks, but doses of 2.5 
mg. of prednisone given eight hours apart for nine doses clear 
up the attacks. He is being desensitized against inhalants and 
foods. Is it better to use prednisone each time an attack occurs 
or to treat with the usual bronchodilators? Would it be of any 
advantage to keep him on therapy with 5 mg. of prednisone 
daily during the fall season? 

A. McCray Jones, M.D., Whaleyville, Va. 


Answer.—Considering the ineffectiveness of the usual medica- 
tion and the response to small doses of prednisone in this case, it 
would certainly be better to use the latter when an asthma attack 
occurs. Whether one should give the prednisone during the entire 
fall season would depend somewhat on the history of the boy’s 
reaction to the drug. If he is symptom-free for some time after 
the hormone is used, it would be preferable to use it only when a 
new attack occurs. If, however, symptoms tend to persist and 
moderate doses keep the boy well, it is perfectly proper to use 
it during the entire season. 
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ABSENCE OF THE APPENDIX 


To THE Eprror:—An 8-year-old boy with a diagnosis of chronic 
appendicitis was operated on. A McBurney incision was made 
and no appendix appeared, though the incision was enlarged 
twice. The cecum was normally placed, and at the junction of 
the ilium and the cecum there was only a rich vascularization 
without any trace of appendix. The chief surgeon's help was 
immediately requested and after a half-hour’s search, follow- 
ing my own search for an hour, the abdomen was closed with 
no appendix having been found. How can this be explained? 


Juan Rodriguez, M.D., Matanzas, Cuba. 


Answer.—Granting that the retrocecally placed appendix can 
lie subserosally along the cecum and can be difficult to find, it 
seems doubtful from the description given that such was the 
ease. Congenital absence of the appendix is apparently quite 
rare, but occasional cases have been reported. Spivack (Am. J. 
Surg. 13:297, 1931) has felt that some cases of this type repre- 
sent hypoplasia rather than actual agenesis of the appendix. 
Perhaps this patient presented the very rare instance of congenital 
absence of the appendix. 


ZINC DEFICIENCY AND LEUKEMIA 


To tHe Eprror:—Is there any scientific evidence to support a 
statement in the lay press that there appears to be a definite 
relation between leukemia and a deficiency, probably dietary, 
in the so-called trace elements, especially zinc? 

W. B. Cox, M.D., Missoula, Mont. 


ANSWER.—There is no evidence that a deficiency of a trace 
element such as zinc causes leukemia. The statements in the lay 
press referred to in the query may have been derived from find- 
ings that some leukemic cells contain less zinc than normal 
leukocytes. Leukemic cells (as neoplastic cells in general) are 
poor in some normal components; e. g., myeloid leukemic cells 
contain less alkaline phosphatases than normal cells but this is 
no proof of causal relationships. Concerning zinc in leukocytes, 
see Bert L. Vallee, Trace Elements and Pathologic States, in 
“Principles of Internal Medicine” (Harrison, T. R., and others, 
editors, New York, Blakiston Company, 1954). 


RESEARCH REVIEWS 


From time to time there will be published in this section of THe Journa brief but not necessarily complete 
reviews of some of the newer clinical aspects of medical research and practice. This material is gathered specifi- 


cally for THe JourNAL.—Eb. 


VIRUSES 


New laboratory techniques have led to the identification of 
many previously unrecognized viruses. In fact, the problem 
today is no longer isolation and recognition of new viruses but 
to know whether they cause disease. 

A meeting that was held recently is characteristic of the 
present situation. Its tithe was “Conference on Viruses in Seach 
of Disease.”' Among the viruses recently discovered are a group 
found in the respiratory tract and conjunctivas of man, which 
has been referred to by various names: adenoid degenerative 
(AD), later called adenoidal-pharyngeal-conjunctival (APC) 
viruses; respiratory illness (RI) agents; acute respiratory disease 
(ARD) group. To avoid confusion, some of the investigators 
active in this field met in New York in May and decided to 
replace all these names by the term adenovirus. 

So far, more than 500 strains of adenoviruses have been iso- 
lated. They have been grouped together into serologic types; 
13 of these types have been identified in material from human 
sources.” 


The question whether they cause clinically manifest disease 
has been answered for some of these serotypes: Hilleman® 
pointed to the etiological relation between RI-67 and respira- 
tory disease in 1954. He showed that RI-67 (now known as 
adenovirus type 4) was associated with acute respiratory dis- 
ease (ARD) and primary atypical pneumonia (PAP) among 
soldiers. It is now known that types 3, 4, and 7 cause acute 
febrile respiratory illnesses in young adults.* 

At the National Institutes of Health in Bethesda, Md., adeno- 
virus type 3 was recognized as the cause of pharyngoconjuncti- 
val fever,° a syndrome characterized by pharyngitis, conjuncti- 
vitis, fever, malaise, and cervical adenopathy. Type 3 has been 
found in persons of all age groups. 

Less certain is the causal relation between acute febrile up- 
per respiratory tract illness and adenovirus types 1, 2, and 5. 
These serotypes occur mostly in infants and young children. The 
multiplicity of infecting agents and the frequency of febrile 
illnesses in this age group complicate the problem.* 
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It is thought that the conjunctivas may be the portal of entry 
in some cases. Adenovirus types 6 and 8 appear to be specifi- 
cally related to ocular disease, type 6 to follicular conjunctivitis 
and type 8 to keratoconjunctivitis. 

Recognition of an etiological relation between adenoviruses 
and clinical disease has led to attempts at protecting those most 
exposed to these infections by vaccination. A type 3 vaccine 
prepared in the laboratory was tested in young adult volunteers.® 
It gave satisfactory protection. 

At the Walter Reed Army Institute of Research, Washington, 
D. C., a bivalent (types 4 and 7) vaccine was prepared and 
found to be highly effective in reducing the incidence of acute 
respiratory illness of adenovirus etiology in recruits.” 

A joint study with use of a commercially prepared trivalent 
(types 3, 4, and 7) vaccine has been in progress since Decem- 
ber, 1955. The Naval Medical Research Unit Nr.4, the National 
Institutes of Health, and the University of Chicago have been 
cooperating. The vaccine has been given by a single intra- 
muscular injection to about 4,000 naval recruits; another 12,000 
recruits served as controls. Of these, about one-third have 
completed their training. Analysis of the results obtained in 
this group shows that the vaccine gave protection in a sig- 
nificantly high proportion. There were no local or general re- 
actions following inoculation.*® 

There has been progress also in elucidating the etiological 
role of other viruses. At the meeting mentioned above, A. J. 
Rhodes,® the Hospital for Sick Children, Toronto, reported that 
Coxsackie viruses of Dalldorf’s group B have been found to be 
a cause of aseptic meningitis in children. It has been known for 
some time now that these viruses are also associated with 
pleurodynia. H. M. Meyer Ir. and his co-workers,'® the Central 
Virus Diagnostic Laboratory for the Armed Services, Walter 
Reed Army Institute of Research, Washington, D. C., recovered 
Coxsackie viruses group B and orphan viruses from specimens 
from the alimentary tract of patients with clinical cases of 
aseptic meningitis. Three of the four Coxsackie viruses found 
belonged to serotype B-3 and the other to serotype B-2. The 
13 orphan viruses recovered fell into three serologic groups: 
Walter Reed 1, 2, and 3. Eleven of the orphan viruses found 
were in the WR-1 group, the rest in groups WR-2 and WR-3. 
A comparison between WR orphan strains and ECHO viruses 
was made: It was found that WR-1 was related to ECHO-6, 
and WR-3 to ECHO-2. After having carefully excluded other 
agents known to cause aseptic meningitis, these workers believe 
that these viruses are etiologically related to the disease. They 
were recovered during the acute phase of the illness and there 
was a significant increase in specific antibody during convales- 
cence. Specimens in this investigation came from widely sep- 
arated areas: Massachusetts, the area around Washington, 
D. C., Florida, and California. It is of importance that these 
viruses may be definitely considered to be a cause of aseptic 
meningitis clinically indistinguishable from nonparalytic polio- 
myelitis. 

R. H. Parrott,'' National Institutes of Health, Bethesda, Md., 
recovered Coxsackie virus group A from 84% of cases of herpan- 
gina (vesicular pharyngitis). In his opinion these viruses are 
associated with the disease. The serotypes isolated have been 
consistently the same six: A-2, A-4, A-5, A-6, A-8, and A-10. 
Most cases of herpangina can be distinguished clinically from 
gingivostomatitis.'* 

In the field of chemotherapy of virus diseases one of the 
difficulties has been that selective poisoning of the parasite with- 
out harming the host presents problems different from those 
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encountered in some bacterial diseases. This was pointed out 
by F. M. Schabel Jr.,'° Southern Research Institute, Birming- 
ham, Ala., who recently reviewed the subject. He thought that 
exploitable biochemical differences between host cells and 
viruses may lie in protein and nucleic acid metabolism. While 
viruses reproduce at the expense of the host cells, using their 
energy sources and building blocks, they put the building blocks 
together in a different way, forming different proteins and 
nucleic acids. Experimental work with compounds derived from 
antibiotics promises to lead to a better understanding of these 
mechanisms. Noformicin (Mk-61) obtained from Nocardia is 
active in mice and eggs against human influenza virus (types 
A, A’, B) and against swine influenza; in eggs it is active against 
mumps and Newcastle disease virus. Ehrlichin and Netrop- 
sin derived from Streptomyces are active against influenza 
(type B) and vaccinia (WR strain). The toxicity of some of 
these compounds in man is an obstacle to their therapeutic 
use. 

At another meeting, P. K. Smith and his associates,'* the 
George Washington University, Washington, D. C., presented 
papers on the action of canavanine flavianate, which inhibits the 
growth of influenza A virus (WS strain) in tissue cultures of 
dispersed chick embryo lungs, and on compounds in the thio- 
semicarbazone and diphenyl group. Ten of these and related 
substances showed significant action against influenza virus, 
strain A, PR8. Seven drugs were tested by oral feeding to mice, 
beginning one day prior to infection; some of these gave appre- 
ciable protection. All control animals in this experiment died 
within eight days. 

Strenuous efforts are being made at present in a rational ap- 
proach to virus chemotherapy. Thousands of compounds have 
already been tested in many research centers. So far, none are 
known to hold definite promise of clinical success. 
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SUPERIOR ORAL 
CHOLECYSTOGRAPHY 
AND CHOLANGIOGRAPHY 


Excellent cholecystograms are readily obtainable. 


The side reactions are usually minimal, only rarely very 
disturbing, and often completely absent. 


In a fairly large percentage of cases, the cystic and 
the common ducts are quite definitely outlined, 
and occasionally even the hepatic duct.” 


Buckstein, Jacob: The Digestive Tract in 
Roenigenology. Philadelphia, J. B. Lippincott Co., 
2nd ed., 1953, vol. 2, p. 1003. 


(|, LABORATORIES 
New Yorw 18, N.Y. Winosor, Ont 


Telepaque (brand of iopanoic acid), trademark reg. U.S. Pat. Off. 


DOSAGE: 

The average adult dose of 
Telepaque is 3 Gm. 

(6 tablets). In persons of thin 
or medium build, weighing 
less than 150 Ib., 2 Gm. 

(4 tablets) may be sufficient. 


SUPPLIED: 
Tablets of 0.5 Gm. 
in envelopes of 6 tablets, 


boxes of 5 and 25 envelopes, 
and bottles of 500. 
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order. Currency should not be sent unless the 
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able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection. 


CHANGE OF ADDRESS notice 
should be received at least 3 weeks prior to date 
change is to go into etfect, and should state 
whether change is permanent or temporary. Both 
old and new address should be given. 


WHEN COMMUNICATIONS 
concern more than one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 
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Articles are accepted for publication on condition 
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ics, or single-spaced manuscripts will not be con- 
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RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
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Association or any other organization. 
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99% of your patients will say... 


ee * ® 
Meritene 


WHOLE PROTEIN SUPPLEMENT 


tastes good!” 


(as good as ice cream!) 


Why so much emphasis on taste? 
Because, simply stated, there is 
no value in any nutritional prod- 
uct—regardless how good the 
analysis looks —if it is not accept- 
able to the patient. 


Meritene Whole Protein Supplement 
ts acceptable to patients because of its 
pleasant ice-cream-like taste. (Try it your- 
self!) And, it’s easy to prescribe, easy to 
administer, and economical for patients 
who use it at home. 


MERITENE mixes with milk in seconds 
(and stays mixed) for ideal high-protein 
supplementation wherever required. One 
8-ounce Meritene Milk Shake provides 
over one-quarter the N.R.C. Daily Dietary 
Allowances for protein and all essential 
vitamins and minerals. 


MERITENE has been widely used by 
doctors and dictitians ever since its in- 
troduction in 1940. Available at all drug- 
stores in 1 and 5 lb. cans, chocolate or 
plain flavor. (Institutional size 25 lb. cans 
as low as 76¢ per pound on direct order 
from Minneapolis. ) 


MORE NUTRITIVE THAN EGGNOG 
8 o. 
MERITENE 8 oz. 
MILK SHAKE EGGNOG* 
Protein 17.9 gm 146 gm 
95 gm 150 gm 
Carbohydrate.... .. 28.6 gm 247 gm, 
446 mg 15 me 
alcium 58 gm. 31 gm 
itamin A... iu. 
77 me 14 mg AVAILABLE 
iboflavin.. 64m 56 m, 
ee ot 7 N EW 
Cholesterol. 38.4 299 om 
Calories. 291 INSTANT 
*Eggnog nutritive value from 
Bowes & Church, 7th Ed. 1951 MER ITEN E 


FREE 1-LB. CAN—CLIP AND MAIL TODAY 


* MA-12226 
@ MERITENE, c/o Tue Dietene Company 
4 3017 Fourth Ave. So., Minneapolis 8, Minn. 4 
@ Please send me a FREE one-pound can of gy 
Instant Meritene, plus a supply of compre- gy 
ihensive Merirene Diet Sheets. = 
Name MD 
Address 
City Zone. State 
a 


A product of 


THE DIETENE COMPANY 


MINNEAPOLIS 8, MINNESOTA 
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COMMERCIAL CLASSIFIED ADS 


For classified advertisements of a commercial or 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30e each. 
For semi-display, $11.25 for 20 words or less, 
additional words 40¢c each. This rate is given for 
EACH INSERTION. 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45¢ is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THE JouRNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 


Tue JouRNAL is not permitted to divulge the 
identity of advertisers who have their mail sent 
eare of A. M. A. If further information about an 
ad of this type is desired, correspondence should 
be addressed 
directly to the 
advertiser in 
this manner. 


All replies to key numbers are mailed the same 
days as received. 

Physicians who are not members of county medi- 
cal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 


FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 
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NOTICE 


VACATION ON A FAMOUS MONTANA RANCH—NINE 
Quarter Circle has a history dating back to 1892; located 
7 miles from the Northwest corner of Yellowstone Park 
in 2 million acre primitive wilderness; this cattle, horse, 
and Dude Ranch is the home of friendly and informal 
Westerners; Howard and Bonnie Kelsey and family are 
hosts to all age groups; families especially with special 
family rates; planned activity for the children and baby 
“‘wranglers’’ (sitters) for the wee tots; excellent trout 
fishing; everyone has their own horse to ride the beauti- 
ful Montana Rockies; a reputation for wholesome food 
served family style; lots of cowboys; references gladly 
furnished; season May 20th to September 30th; big game 
hunting for Elk, Deer, Bear, Moose, and Mountain Sheep 
in Fall season; write for literature. Nine Quarter Circle 
Ranch, Gallatin Gateway, Montana. 


STRADIVARIUS VIOLIN FOR SALE—BY PHYSICIAN: 
authenticity certificates and historic letter by Hill of 
London, Box 2475, Yo AMA. 


PHYSICIANS WANTED 


PHILADELPHIA, PENNSYLVANIA—PSYCHIATRISTS 
needed for new mental health program as part of the 
State of Pennsylvania Commonwealth Mental Health 
Center; qualifications: Board or Board eligible for psy- 
chiatrists; for clinical director, Board and 1 year admin- 
istrative experience; eligibilty for licensure in Pennsyl- 
vania required; salary ranges for psychiatrists from 
$11,000 to $14,000, clinical director from $13,000 to 
$16,000; all employment benefits including retirement, 
hospitalization, 3 weeks paid vacation, and 13 legal 
holidays; opportunities for research and development of 
special interests; this is an unusual opportunity to be 
come associated with one of the forward-looking mental 
health programs in the country, operating in a populous 
cultural center and metropolitan area, Write: Abraham 
L. Waldman, MD, Director, Reception Center, Philadel- 
phia General Hospital, 34th Street and Curie Avenue, 
Philadelphia 4, Pennsylvania, Cc 


PACIFIC NORTHWEST — INTERNIST; ALASKA, 
start $20,000; Pediatrician; on independent basis; Wash- 
ington license; every assistance while establishing; prac- 
tice waiting; Obstetrician-Gynecologist; associate long 
established doctor near Seattle; Obstetrician-Gynecolo- 
Gist; association in Seattle; General Practice; small group 
near Tacoma, Washington; General practitioner; company 
town in Idaho; guarantee $12,000 plus private practice; 
many others; no registration fee. Continental Medical 
Bureau, Agency (Helen Buchan) 510 West Sixth Street, 
Los Angeles 14. c 


ASSOCIATE RADIOLOGIST—600 BED HOSPITAL* +; 
complete new X-ray department with facilities for diag- 
nosis, therapy, radium and isotopes; 6 residents and ac- 
tive teaching program. Box 2469 C, % AMA. 


OPPORTUNITIES AVAILABLE IN VIRGINIA — FOR 
physicians as assistant directors of local health depart- 
ments; vacancies to be created by retirements beginning 
December |, 1956; applicants without training or experi- 
ence given on-the-job training and paid $8400 beginning 
salary; liberal sick leave, vacation and retirement bene- 
fits; opportunity for advancement; applicants must be 
American citizens, under 45 years of age and eligible for 
Virginia licensure. Write: Director, Local Health Serv- 
—_ State Department of Health, Richmond 19, ~~. 
ginia, 


(Continued on page 40) 
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antibacterial protection 


with negligible tissue toxicity 


FURACIN has a unique mode of action—through disruption of the 
enzymatic metabolism of bacteria—with little or no effect on re- 
generating human tissue. FURACIN is bactericidal to the majority 
of pathogens found in surface infections, including many organ- 
isms resistant to other agents. Thus FURACIN provides excellent 
protection against infections of surgical or traumatic wounds. 


FURACIN’S water-soluble base permits drainage, prevents macera- 
tion, promotes healing by control of infection. This nitrofuran— 
neither antibiotic nor sulfonamide—remains effective in the pres- 
ence of blood, pus and serum. 


Furacin® Soluble Dressing 


brand of nitrofurazone 
Spread Furacin Soluble Dressing: Furacin 0.2% in water-soluble, ointment- 
like base of polyethylene glycols. 56 Gm. tube; 141 Gm., 454 Gm., 5 Ib. jars. 


Sprinkle Furacin Soluble Powder: Furacin 0.2% in powder base of water- 
soluble polyethylene glycols. Shaker-top vial of 14 Gm. 


Spray Furacin Solution: Furacin 0.2% in a liquid vehicle of polyethylene 
glycols 65%, a wetting agent 0.3% and water. Bottles of 59 cc. and 473 cc. 


EATON LABORATORIES NORWICH, NEW YORK 
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Unsurpassed accuracy, ease of han- 
dling, durability—that’s what the 
TyYCoOs Hand Model Aneroid has 
meant to doctors for half a century. 
Today’s new TYCOS Aneroid is as 
accurate and durable as ever—and 
it’s even more convenient. Here’s 
how it has been redesigned: 

e Inflating bulb and air release 
valve built right into the back of 
the gage. 

e Whole instrument balanced to 
fit comfortably into either hand. 


New floating stainless steel ball re- 
places old needle valve. 


e New feather-touch valve control. 
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WHEREVER YOU TAKE A READING ~ 
ACCURACY AND CONVENIENCE COUNT! 


® 
New Tycos Hand Model Aneroid Gives Both 


e Single tube with Luer lock fitting 
—you can hook the cuff before you 
attach the gage. 

e Accurate in any position... al- 
ways accurate when pointer returns 
within zero . . . famous TYCOS 10- 
year triple warranty. 


Made by skilled American instru- 


‘ment technicians— service available 


in all parts of the country. Genuine 
leather zipper case and Hook Cuff. 
Weighs only 18 ounces. Taylor In- 
strument Companies, Rochester, 
N.Y.,and Toronto, Canada. $47.50. 


‘Taylor [nslruments MEAN ACCURACY FIRST 
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TONICS AND SEDATIVES 


my favorite story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


At the air training base a group was 
called up for a swimming test. 

“How about you, Mac?” demanded the 
instructor. “Can you swim?” 

“Sure,” replied the ex-sailor. To prove it 
he splashed the length of the pool in an 
old-fashioned dog paddle. 

“You call that swimming?” barked the 
instructor. 

“Well,” observed the sailor mildly, “that’s 
what kept me up when the Hornet went 
down.” 


how it started 


Here are some more tracings down 
of the origins of phrases used in every- 
day speech. 


“To the bitter end” has a_ nautical 
origin. A ship’s anchor chain at the point 
where it-was fastened to a vertical timber 
called the bitt was known as the bitter 
end. Thus when a chain was played out 
to the bitter end, there was nothing more 
that could be done. 


In the late 19th century, Evanston, IIL., 
nicknamed Heavenston, was so pious a 
city that the town fathers, resenting the 
dissipating influences of the soda fountain, 
passed an ordinance forbidding the sale 
of ice cream sodas on Sunday. 

Some ingenious confectioners, observing 
the law, served ice cream with syrup but 
without soda. This sodaless soda was the 
Sunday soda and became so popular that 
orders for “Sundays” crossed the counter 
every day of the week. 

When objection was raized to christening 
the dish after the Sabbath, the spelling 
was changed to “sundae” and _ thus 
developed one of our country’s most 
characteristic dishes. 


¢ 


did you know that? 


In Cochin, China, the parties desiring a 
divorce break a pair of chopsticks in the 
presence of witnesses, and the thing is 
done. 


(Continued on page 40) 


for the 
Somatic 


AND 
the Psychic Phase of 


In addition to its gentle antihyper- 
tensive action, Rauwiloid provides 
psychic tranquility and overcomes 
tachycardia. Thus Rauwiloid partici- 
pates in both the somatic and psychic 
phases of therapy for hypertension. 


Treatment in all types of hyperten- 
sion may begin with Rauwiloid. 80% 
of mild labile hypertensives require 
no additional therapy. 

Dosage is definite and easy: two 
2 mg. tablets at bedtime 
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If the wife of a Turkish man asks his 
permission to go out and he says “Go” 
without adding “Come back again,” they 
are divorced. 


In Siam the first wife may be divorced 
but not sold as the others may be. She 
may claim the first child; the others 
belong to the husband. 


In the Arctic regions the man who wants 
a divorce leaves home in anger and does 
not return for several days. The wife 
takes the hint and departs. 


In China divorces are permitted in all 
cases of mutual dislike, jealousy, incom- 
patibility of temperament, or too much 
talking on the part of the wife. 


the television age 


Since the advent of television a whole 
new division of humor based on the TV 
set has grown up and become a part of 
gags that are told and retold. 


When he appeared on a_ television 
audience participation program in New 
York, a man was spotted by his daughter 
in Boston. Her mother promptly reopened 
a 14-year-old desertion and non-support 
suit against him. 


quotes of the week 


“Don’t marry for money; you can borrow 
it cheaper.” 


“Many a man who is a five-ton truck 
at the office is nothing better than a trailer 
at home.” 


“Life can only be understood backwards, 
but it must be lived forwards.” 


A famous opera singer was approached 
by two newspaper reporters who sought to 
interview him about his smoking habits. 

“Tobacco? Cigarettes? Cigars?” said the 
singer. “I wouldn’t think of it.” 

“But, Sir,” one of the reporters said, 
“I remember that you recently endorsed a 
cigarette in an ad and said that it didn’t 
irritate your throat.” 

“Yes, of course, I gave the endorse- 
ment. I did do that. How could it irritate 
my throat? I’ve never smoked.” 


(Continued on page 42) 


CHLORIDE 


(METHYL BENZETHONIUM CHLORIDE) 


DUSTING POWDER 


ANT 
POWvER 


for AMMONIA 


CHLORIDE 
(ELIMINATES THE CAUSE OF 


RINSE TABLETS 


HOMEMAKERS PRODUCTS CORP. © 380 2nd AVE., N. Y. 10 
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VACANCIES — SENIOR PHYSICIANS WITH MINI- 
mum of 3 year psychiatric experience; excellent oppor - 
tunities for advancement; salary range $7,320-$10,200 
depending upon applicant’s training and experience; an 
nual increments; nominal deduction for complete famil) 
maintenance; fully approved large eastern mental hos- 
pital+ with 3 year accredited residency training program ; 
must es for licensure in Connecticut. Box 249) 


LARGE PHARMACEUTICAL MANUFACTURER; MID- 
dle west, has opening for well-trained internist or pedi- 
atrician: cpportunity for creative medical writing and 
direct participation in clinical research; give full profes- 
sional and personal information; ali repl es confidential. 
Box 2299 C, % AMA. 


florets N.WABASH AVE. 
CHICAGO ej 
‘AN N WOODWARD Ditectotv 


ANESTHESIOLOGY: (v) Dir dept; fee basis; $15- 
20,000; East. (w) Hd dept, 600 bd hosp; Calif. (x) 
Hd dept; 12 man grp, mostly Dipis; Mich. 

DERMATOLOGY: (a) Hd dept, new grp; S. F.. Calif. (b) 
Cert or elig; assn 4 Dipls; early prtnr; MW. (ce) Dipl, 
hd all $14,000; prtnr; E. (d) 13 man 

rtnrs rp w/clinics in 4 twns; NW-central. 

GENERAL * ACTICE: (a) Oppor $20,000; Fla lie req'd. 
GP surg tragi wk w/Board surg, ortho, 

bgyn; M (c) Assn w/4 Dipls; about $10,000; pos- 
A Big ‘Conn lic. (d) Assn w/GP, own smi hosp; 
well diversified Lege Ay Los Ange eles. (e) Inter med, 
ob or surg; cl grp; $12,006; III. (f) To organize indus 
facil; 3 yr contract; yo ia. 

INDUSTRIAL MEDICINE: (s) Organize new 1 font elec- 
tronic research & devel corp; $12-14,000; (t) R.R. 
med; $10,500; univ twn, E. (u) Plant ‘phy; maj co; 
mod med dept; lic req’d; W. Va. (v) To hd med dept 
leading cannery; req advanced trng Med; 


5,000; MW. 

INSURANCE MEDICINE: (q) ‘ps Path 
ed; career post; E. (r) t med dir; pref 

qual cardiolo Calif, Fin, or East. 
INTERNAL MEDICINE: Assn 13 man prtarshp 
serve as closed staff, 3 corp hosps; early prtnr; a 
(b) Di Dip! or elig; $12,000 then prtnr w/Dipl; 
Mich. (c) Dipl inter Gi & geriatrics; hd 
dept, grp; oppor $18-25,000 = (d) Chief; new 
hosp; $17-20,000 increases; $. (e) Yng Dipl or elig; 
16 man grp; Calif. (f) Assn 25 man grp; prtnor 


oppor; MW. 
NEUROSURGERY: Hd dept, 18 man est 
Midwest. (m) Assn w/Dipl, Neurosur: exas. 
OALR: (g) Oph; hd dent, 12 Dipls est (9; So. Calif. 
(h) hd dept, 7 man of goss; WY State. 
Oph; Dipi or elig; Oph, 
pl; $18, 000, oppor prtar; Oto; hd deot: orp 
specialists; early prtnr; So. Calif. (1) Oto; assn 
yi ipl, State. (m) Oto; hd dept, 7 Divi; 
18,000; Ch 0 (n) Oto; dept; shid 
0,000; med schi twn; N (0) OALR; a new dept; 
estab 12 man ye: or nr elig; NY State. 
Assn 25 man prtnrshp grp; i8, 000 net Ist 
SE. (1) Hd dept; erp 8 yng special- 
sts; med centr; Texas. (m) Hd 3 
1 GP; Wise. (n) ‘Assn 14 man grp Calif. 
new dept; 9 Diplis ny State. (p) 
man grp; if Dipl, prtnr, to $25,000; MW. 
ORTHOPEDICS: (j) Dipl or elig, hd dept; eastern 
,000, (k) Assn w/Dipl, Ortho, FACS, Chief, 
child el; after becoming estab. Chgo. 
(1) Assoc w/ Dipl, Ortho; nr San Francisco. (m) Bd 
one: ae assn; $12,000 start; NW. (n) Qual as Chief; 
arp, serving 175 indus firms; SW. 
PATHOLOGY: (p) 4 dept, ige hosp; Texas. (9 ee 
& serv; 4 hosps; So. Carolina. (r) Dipl or e he: dir 
lab; Mass. (s) Hd dept; $20-30,000; Mich 
PeDia Rice: (s) Assn 12 man Minn. 
t) 


Assn 25 man orp est °46; NY State. (v) Prtnarshp 

w/Ped; busy pract, twn 20,000; Calif. (w) Assn w/ 

Chief, dept Ped; Ing est grp Dipls; 

Chgo. (x) Nr techg centr; assn 22 Dipis; $12,000; 
PHARMACOLOGY: Med dir; pref chem 

chief, prods devel of maj pharm mfgr; $15,000; 

(ce) Med dir; parental prod div, pharm co; about 


$15,000. 

P & N: (0) Psy; hd el & staff; $14,000; Ohio. (p) Psy; 
dir & expand OPD; 600 bd hosp; $12,000; (q) 
fairly ige, staffed, long-term, corp. san; 

000; univ city, Calif. (t) Neuro; assn w/Dipl, 
exper ECG, Mass. (u) Neuro; 
own hosp; So. 3 assoc w/NP, Dipl; 
early prtnr to $30,000; ‘cant (w) NP; assn 

$16-20 ,000; prtnr oppor; So. 

RADIOLOGY: (p) Dir dept, 300 bd hosp, pay omnes 
excel financial arrngmts; Mass. (q) Assn ; 
wk includes es; $15,000, prtnr; Wisc. 
(r) Assoc w/ Dipl ces, serves priv hosp; nr. 
L.A., Calif. (s) Die a dept: “ores serves — organ; if 

i; $20,000; SE. (t) Prtnr w/Rad; Wash, 
SURGERY: (p) Dipl; organ dept in weil oe el; Ohio. 
ag assn; oppor expand own pract; $12,000 & 
st (r) Well-educated; eastern posi- 
tion; about $17 (s) Assn; $12,000 & % ; Calif. 

TUBERCULOSIS: ny “Staff, min 3 yrs TB wk: midwest 
sana; $10,000 up. (b) Med dir & post) sm! TB hosp; 
about $10,000 w/full mtce; MW. 4c! I dir; Ige new 
fac oppor hd service; 12/000; 

UROLOG Dipl or elig; assn w/2 bor urol; 
dept, 26 man Dipis or ar “eli 
of oldest in country; NW. (q) Yng Dipl; Assn I as 
orp; 170 bd, JCAH hosp; New England. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer pe our best endeavors—our integrity—our 60 
ecord of effective placement achievement 


STRICTLY CONFIDENTIAL 


(Continued on page 43) 
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You'll like this 
“Operation”! 


for quick blood count 


Lab technicians like the operat- 
ing speed and ease of checking 
red and white count and differen- 
tial with Veeder-Root single and 
double counters. Nestled com- 
and securely in either 

and, other hand can adjust 
microscope, hold slide, dial 
phone or do pencil work. Slight- 
est finger pressure registers each 
count. Just turn knob to zero for 
fast resetting. 


QUICK FACTS 
Single counter counts 


up to 10,000. White 
figures black back- 
ground. 


Douple, Counter — 


unit, red on white. 
Each unit counts up : 
to 10,000. If not available from your 
Medical Supply House, use coupon below. 


Veeder-Root 


“‘The Name That Counts’’ 
World's Largest Makers of Counting Devices 


| VEEDER-ROOT | 
HARTFORD 2. CONN. | 
| Please send me descriptive folder of Veeder- | 
| a Tally Counters together with cur- | 
| JA-126 ] 


| TONICS AND SEDATIVES (Continued) 


“If you want to live to see 90, don't 
look for it on the speedometer.” 


“Here’s to a woman. If we could only 
fall into her arms without falling into her 
hands.” 


¢ 


“Love is like a rubber band. The longer 
it is drawn out, the thinner it gets until 
finally it breaks.” 


Former Senator Henry Cabot Lodge 
commenting on the ineffectiveness of some 
Congressional investigating committees re- 
marked that they reminded him of a certain 
Si Hoskins. 

“Every day,” he said, “Si sat near a dam 
with a gun on his knee. Seeing him one 
day, I asked, “What are you doing?’ ” 

Si replied, “I’m paid to shoct the musk- 
rats. They’re undermining the dam.” 

“There goes one now!” I yelled. “Why 
don’t you shoot?” 

Si puffed a cloud from his pipe and said, 
“Do you think I want to lose my job?” 


When Robert Benchley was a student 
at Harvard, he took a course in inter- 
national law. The final examination con- 
fronted him with a question something like 
this: 

“Discuss the arbitration of the Inter- 
national Fisheries problem in respect to 
hatcheries and dragnet and trall pro- 
cedures as it affects: 

a. The point of view of the United 
States 

b. The point of view of Great Britain” 

Benchley’s answer was: “I know nothing 
about the point of view of Great Britain 


in the arbitration of the International 


Fisheries problem and nothing about the 
point of view of the United States. There- 
fore, I shall discuss the question from the 
point of view of the fish.” 


BOX 658. SANTA ANA, 


J.A.M.A., December 22, 1956 


Neutralize 
d PATIENT 
RESISTANCE 
/ \ ig 
_ Satisfy the need for effec- / 
tive foot support without 


prescribing “corrective” 
shoes. Burns Cuboid Shoe 
Inserts fit newest foot- 
wear fashions — with 

any sensible shoe they 
provide walking comfort 
through constant, gentle 
support to the usual 
areas of foot weakness. 
Leading shoe and de- 
partment stores stock 
248 sizes and styles — 
retain Cuboid trained per- 
sonnel for exact fittings. 


Function of 

Cuboids de- 
scribed in latest 
Special Data 

Sheet—available 
to physicians 
upon request. 


BURNS CUBOID COMPANY — 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


HOSPITAL 
RULES 


“Originally I just had a mild inflammation . .. Then 
I started listening to my wife’s medical advice betas 
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Vol. 162, No. 17 
(Continued from page 40) 


WANTED — PSYCHIATRIST WITH AT LEAST 4 
years experience for a 200 , active treatment State 
Receiving hospital; salary $11,000-$12,000; Ohio State 
license or reciprocity necessary; double house fully fur- 
nished, 3 bedrooms, linens & utilities, $85 per month; no 
other maintenance; availabie, January 15, 1957. Write: 
Dr. Eugene E. Elder, Supt. Woodside Receiving Hos- 
pital, 800 E. Indianola Avenue, Youngstown 2, Ohio. C 


VETERANS ADMINISTRATION HOSPITAL*+—LONG 
Beach 4, California; immediate opening for full-time 
physician on Paraplegia Service; neurosurgery, neurology, 
urology and physical medicine and rehabilitation on this 
210 bed service are under supervision of Board certified 
physicians; authorized hospital capacity 1600 GM&S 
beds. Write: Director Professional Services. Cc 


EXCELLENT OPPORTUNITY—FOR YOUNG, ENER- 
getic physician in medical service department of rapidly 
ae pharmaceutical company; some private 

ractice ekground desirable; applicants are reques‘ed 
o send full resume including age, education, experience, 
oot . and minimum salary desired. Box 2478 C, 


OBSTETRICIAN - GYNECOLOGIST OR GENERAL 
practitioner with ob-gyn training—willing and able to 
do general medicine every third weekend and 2 nights 
weekly; build own practice, receive salary Ist year, then 
full partnership; weeks vacation yearly; located 50 
miles from San Francisco and 20 miles from Pacific 
Ocean. Box 2470 C, % AMA. 


STAFF INTERNIST WANTED—446 BED GM&S HOS- 
pital+; affiliated with 2 medical schools; service chief, 
Board certified; liberal vacation, sick leave, retirement, 
and insurance plans; salary dependent on qualifications; 
citizen, Write to: Manager, VA Hospital, Omaha, Ne- 
braska, Cc 


NEW MEXICO — ASSOCIATE GENERAL PRACTICE 
with obstetrics-gynecology Board eligible man; oppor- 
tunity for future establishment small clinic; salary start; 
percentage; utiful year-round, sunay, dry, warm 
southwest city, 5000° feet elevation. Ray C. Bitterlich, 
MD, i42 Truman Avenue, Albuquerque, New Mexico. C 


WANTED—HOUSE PHYSICIANS; 345 BED GENERAL 
hospital* ; rotating service; $200 monih, room and board 
furnished; must speak fluent English; apply immediately 
for July 1, 1957 appointment, Kentucky Baptist Hospital, 
Louisville, Kentucky, H. L, Dobbs, Administrator. 


LONG ESTABLISHED MEDICAL AND SURGICAL 
group—desires an association with a young doctor inter- 
ested in an appointment of one, two or three years to 
work as assistant in surgical specialties, and to assist 
with industrial work. Box 2487 C, % AMA. 


WANTED AT ONCE—TWO RESIDENT PHYSICIANS; 
to work in emergency room of 216 bed general hospital. 
For further details write: Mr. R. M. Gantt, Jr., Admin- 
istrator, North Broward General Hospital, Fort Lau- 
derdale, Florida. Cc 


GENERAL PRACTITIONER — LOS ANGELES AREA; 
capable of doing light surgery; license required; basic 
salary $1200 monthly plus percentage when qualified; 
small group, modern office. P. O. Box 2132, Inglewood, 
California, Cc 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


GENERAL PRACTICE: (a) Calif; city of 60,000; assoc. 
with well-estab. G.P. diversified prac; $12,000, (b) 
Calif; 8 man grp. near 5.F. (c) Fla, well estan. med. 
pre: excel opp. license req. (d) 6 man grp. near Wash., 

. C.; good sal. start; pinship | yr. (e) Assoc; genl. & 
surg. prac; NW; start; p.nship {| yr. (f) Assoc; sub. of 
Chgo. large prac. excel pp. ptnship. (g) MW; well- 
known grp; own med. bidg. new; $12,000 Ist year, $15,- 
000 2nd. then ptnship. (h) MW; assoc. well-esiab. 
prac. in city 90,000. $12,000. (i) S; Asst. large genl. 
prac, minor surg. no 0.B Assoc. MW; 


plus priv. prac. town of 30,000. 

HOUSE PHYSICIANS: (a) E; 50 bed hosp; $4200 plus 2 
bedroom apt. (b) E. 65 bed approved hosp.; $5000 full 
maint. incl. furnished house. 

INSURANCE: (a) Medical consultant on all general health 
facilities. $10,000 plus. (b) Woman. Supervise active 
employes health program. $10,000. 

INTERNISTS: (a) Chief of Clinical Services with out- 
standing hosp. grp. $17-$20,000. (b) Well estab. grp. 
near Chgo. Own aid cond. medical bidg. exe. hosp. fa- 
cilities. $15,000 ist yr. $18,000 2nd. then ptnshp. (c) 
MW. 5 man grp. opp. for teaching in med, sch. To 
$12,000. (d) MW. Small grp. in progressive commu- 
nity. Excel hosp. facilities $12-15,000. (e) NW. weil 
est. grp. in city , New clinic bidg. $12,000 
minimum. (f) SW. {1 man grp. all board men; some 
indus. type work. 

OB-GYN: (a) MW, well-known grp. city 50,000; $12,000. 
b) NW; cert. not nec; well-estab. grp. city 30,000; 
12,000. (c) SW. Grp. of 5 spec. will be only one this 

spec. $15-20,000. (d) SW; 5 man grp. in city of 50,000; 
busy 0B-GYN prac. already set up; $15-20,000. 

PATHOLOGY: (a) SW; superv. med. spec. of lab. of old 
estab, clinic. $15,000 min. (>) NW; assoc. 200 bed 
hosp; city 75,000; $12,000 min. (e) $; 175 bed hosp; 
develop dept. Pere. basis; $20,000 guarantee. (d) 
assoc. Board man; SW; 250 bed hosp; $12,000 


PEDIATRICS: (¢ m 
city 65,000; $12,000 start. (b) Cali 5 
Board men; large prac; near S. F; $10-$12,000. (c) 
MW; small grp. in highly populated area; excel. hosp. 
facilities $12-$15,000. (d) E; assoc. with grp. of 4 
internists; near Phila. $12,000. (e) NW; small grp; 
new clinic bidg. twn. 15,000; drawing area 40, ; 
$12-$14,000. (f) S. Assoc. Board man. Excel. financial 
arrangements. Calif. Well estab. med. grp. 12 spec. 
own med. bidg. $12,000. 

PHYSIATRIST: To be Med Dir. Large rehabilitation 
center, fully approved. 

Upon request one of our applications will be mailed to 


you. Write us today—a post card will do. 


WHITE’S COD LIVER OIL CONCENTRATE TABLETS 
May be chewed like candy 


New Improved Formula: 
White's Cod Liver Oil 


Tablets now provide 4,000 U.S.P. 


Units of Vitamin A and 400 U.S.P. Units of Vitamin D 
per tablet--the equivalent of one teaspoonful of U.S.P. 


cod liver oil. 


And for your older patients: 


high potency 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES— 
12,500Units of Vitamin A and 1250 Units of Vitamin D. 


WHITE LABORATORIES, INC. 


KENILWORTH, N. J. 


WANTED—PHYSICIAN; FOR CLINIC IN EDEN VAL- 
ley, Minnesota; prosperous agriculture town of 1000 
(area 3000) in central Minnesota; office on ground floor, 5 
rooms brick clinic, X-ray. Inquire: Mel Waters, Eden 
Valley, Minnesota. c 


YOUNG BOARD ELIGIBLE OR CERTIFIED INTERN- 
ist—by August 1957; for 15 man Califernia specialty 
group containing 3 Board certified internists; salary de- 
pending on qualification, etc. ; partnership at early date. 
Box 2498 C, % AMA. 


GENERAL PRACTITIONER WANTED—FOR ESTAB- 
lished practice in community of 1200; clinic building 
proposed and equipment available; 4 hospitals within 15 
miles on surfaced roads. Write: Harold Blanchard, Un- 
iontown, Washington. Cc 


WANTED — ANESTHESIOLOGIST; BOARD QUALI- 
fied or eligible; for college town of 22,000, in booming, 
pleasant Southwest; accredited hospital; economy chiefly 
agriculture and defense work. For information write: 
Box 2482 €, % AMA. 


RESIDENT PHYSICIAN—FOR 138 BED HOSPITAL, 
fully approved by the Joint Commission on Accredita- 
tion of Hospitals; $4800 per year with full maintenance. 
If interested write to: Salem County Memorial Hospital, 
Salem-Woodstown Road, Salem, New Jersey. ¢ 


QUALIFIED SURGEON—TO PRACTICE WITH AND 
eventually head surgical department of a new medical 
group, upstate New York. Box 2476 C, % AMA. 


| 


ASSOCIATE PHYSICIAN—FOR UNIVERSITY HEALTH 
service; well-equipped hospital, expanding preventive 
medicine program are features that make this a desir- 
able position; university is located in a growing south- 
ern city. Box 2479 C, % AMA, 


WANTED—MEDICAL DIRECTOR; SMALL COUNTY 
tuberculosis sanatorium in Mid-West; with active out- 
patient clinic and tuberculosis control program in com- 
munity; desire man experienced in tuberculosis work, or 
well-trained, Box 2477 C, % AMA. 


CLINICAL PATHOLOGIST — OPPORTUNITY WITH 
future for younger man recently trained, well-grounded 
in biochemistry, hematology, cytology; combined labora- 
tory-hospital type practice; Los Angeles Area. Box 2473 
C, % AMA. 


OPHTHALMOLOGIST — DESIRES WELL-TRAINED 
associate; large surgical practice; northern midwest lo- 
cation; top starting salary, percentage after 2 years. Box 
2480 C, % AMA. 


ORTHOPEDIC SURGEON—BOARD ELIGIBLE; 32; RE- 
cently completed training in university center in adult 
and pediatric work; extensive fracture experience; de- 
sires to enter practice. Box 2484 C, % AMA. 


DERMATOLOGIST — ASSOCIATION LEADING TO 
partnership; Pa practice in San Francisco Bay area; 
y full information Ist letter. Box 2496 C, 


Gg 
Give younges ber nat twney 
some surg. & O.B. City of 200,000. $10,000 min. to 
start, (k) NW; assoc. large prac. mining town of 6000 Pp me 
in resort area. $12,000 start inc. every 3 mo, ptnship | i 
yr. (1) MW. Smali grp. Own 35 bed hosp. City 25,000. 
$12,000. (m) Med. dir penal inst; minor surg; $14,000 
| 


WANTED 
office and hospital practice; Southeast; excellent oppor- 
tunity for early partnership; state all qualifications and 
particulars in Ist letter. Box 1941 C, 


WANTED—OB-GYN MAN; BOARD QUALIFIED; FOR 
college town of 22,000, in booming, pleasant Southwest; 
accredited hospital; economy chiefly agriculture and de- 
fense work; for information write: Box 2483 C, % AMA. 


To win a“loss’” 


is easier 


for both you and 

your patients when you 
prescribe 
BIPHETAMINE 
because you can be sure of 
PRE-DETERMINED APPETITE 
CURBING due to ‘Strasionic’ —sustained 


ionic—release. ‘‘... 90% of the patients 
reported satisfactory or excellent effects 


(curbing of appetite for 10 to 14 hours). 
PATIENT APPRECIATION. “High 


enthusiasm (observed by) investigators... 


In addition to the excellent effect of the 
BIPHETAMINE, this single dosage form 
was more convenient."’! 
PREDICTABLE WEIGHT LOSS. 
Freed and others':?3 report dependable 


REFERENCES: 


id 1. Freed, S. Charles; 

Keating, J. W.; Hays, E. E.— 
Annals of Internal Medicine 
44, 1136 (June 1956) 


2. Freed, S. Charles—GP VII, 
63 (1953) 


3. Freed, S. Charles and 
Mizel, M.— Annals of Internal 
Medicine 36, 1492 (1952) 


appetite suppression and striking weight 

loss with one Biphetamine capsule daily. 
Rx Biphetamine 12% mg. or Biphetamine 20 mg. capsules containing a mixture of 
equal parts of amphetamine and dextro amphetamine in the form of a resin complex. 


BIPHETAMINE® 


For Literature and Samples, write R. J. Strasenburgh Co., Rochester, N Y.,U S.A 


“ASSOCIATE RADIOLOGIST; IN PRIVATE 


% AMA. 


GENERAL PRACTITIONER: for association with physi- 
ANESTHESIOLOGIST: 


PATHOLOGIST: for Southern hospital; excellent remuner- 


INDUSTRIAL: physician... 
INDUSTRIAL: doctor for Texas firm. 
PHYSICIAN: interested in research and medical writing; 


INDUSTRIAL: Physician, Florida; must have Florida 


A 
GENERA a. 
OBSTETRICIAN- GYNECOLOGIST: Florida; must have 


for small Georgia com- 
nity; new hospit: 


cian located in suburban Atlanta; excellent opportunity. 


to take over practice of doctor 
partes for additional training; small town; 


location. 


concern. 

license. 

L PRACTITIONER: 

Florida license. 
MEDICAL PLACEMENT 


15 Peachtree Place, N 
Atlanta, Georgia 


WANTED — YOUNG PHYSICIANS; 


WANTED—PATHOLOGIST ; FOR FACULTY APPOINT- 


ment in expanding department Midwestern medical 
school, providing opportunity for teaching, research and 
hospital service. Box 2489 C, % AMA. 


INDUSTRIAL 
pharmaceutical and chemical companies and hospitals; 
psychiatrists, anesthesiologists. Medical Personnel 
Agency, 7 East 42nd St, New York, New York, Cc 


OPHTHALMOLOGIST—BOARD CERTIFIED OR ELI- 


ible; Mid-West; excellent future, salary open. Box 
471 C, Yo AMA, 


ANESTHESIOLOGIST WANTED—TO JOIN PRIVATE 


group; Board eligible; 375 bed hospital in New England. 
Box 2497 C, % AMA, 


OPHTHALMOLOGIST — HOUSTON; BOARD MEMBER 


or eligible; $8,000 minimum Ist year. Write full par- 
ticulars: Box 1026, Pasadena, Texas. Cc 


VACANCY EXISTS FOR PHYSICIAN—IN 241 BED 


tuberculosis division of 727 bed university affiliated 
hospital+; active surgical and research programs under 
way; would consider physician desiring relief from rigors 
and hazards of private practice; salary range $8,990 to 
$13,760 depenaing on qualifications; citizenship required; 
housekeeping quarters available at nominal rates; ex- 
cellent fringe benefits. Address: Manager, Veterans Ad- 
ministration Hospital, Indianapolis, Indiana. Cc 


J.A.M.A., December 22, 1956 


| MEDICAL OF FICER—GLENN DALE HOSPITAL, THE 


tubercuiosis hospital for the District of Columbia; salary 
$9000 io $10,300 per annum depending on qualifications ; 
sick leave, annual leave and retirement benefits; satis- 
factory completion of i year of approved residency in 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eligible for licensure in 
District of Columbia; outpatient clinic service connected 
with hospital. Address inquiries to: Medical Director, 
Glenn Dale Hospital, Glenn Dale, Maryland. Cc 


GENERAL PRACTITIONER—FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000, in 
Washington, D. C.; department heads and many other 
staff members have American Boards; prefer man with 
2 years general internship and graduate of grade A 
medical school: annual salary open; 1 month vacation; 
study leave: sick leave; comprehensive retirement plan. 
Write to: Medical Director, Group Health Assoc., Inc,, 
1025 Vermont Ave., N.W., Washington 5, D. C. Cc 


PSYCHIATRISTS, PSYCHIATRIC RESIDENTS, AND 
general physicians—Indiana’s Mental Health Program; 
superintendent: $13,800 plus complete maintenance; as- 
sistant superintendents, ciinical directors, chiefs of 
service: $11,700-$14,000; psychiatrists: $9,300-$12,900; 
psychiatric residents: $4,380-$5,760; general physicians: 
$6,900-$9,900; U. S. citizenship and Indiana license re- 
quired. Write: Division of Mental Health, 1315 West 
10th Street, Indianapolis 7, Indiana. Cc 


Che 
Medical 
Bureau 


900 North Michigan Avenue 


ANESTHESIOLOGY: (B39) Dir. dept, vol. gen. hosp., 375 
beds; city, 130,000 near univ. med. center, N. ane. 

ASS!ISTANTE: (C20) By GP; atirac. resort city, Fla; 
$1000 mo. (C21) Young MD to assist gen. & orth. 
surgeons, OB-GYN, ENT in surg; 25 man group; surg. 
training not req; 25 man group; univ. city, 

DERMATOLOGY: (D58) Head dept, 20 man group estab. 
‘21; univ. city, SW. 

GENERAL PRACTICE: (F7) Ass'n; busy gen. practice, 
emphasis on traumatic surg; should gross $18,000- 
$20,000 ist yr; $25,000 2d; univ, city, So. (F8) Ass'n, 
16 man group estab, '46; med. schoo ‘city, East Coast; 
excel. income, early pariner. (F9) Group ass’n; resort 
city, Fla; indus. boom; new air-conditioned clinic 
hosp. should gross $25, 000-$35,000, ist yr. (F 10) 
Ass 6 man group; pref. GP with yr or 2 res. in 
mapieles: partner oppor; So. Calif. (Fil) G.P’s (one 
with training derm. or allergy, another with exp. chest 
diseases) ; foreign operations, major indus. co; $14,000 
family mtce (tax exempt), (F1I2) Ass'n 
GP re:iring soon; busy pract; coll. town, Penn. 

INDUSTRIAL MEDICINE: (G27) Med. dir; oppor. to 
organize & direct preventive med. prog. with full man- 
agemen: support; new med. dept; adeqquate indus. 
nursing siaff; min. $14,000; Penn. (G28) Siaff MD; 
pref. one now practicing or who has practice? in Wash. 
familiar with compensation laws of that state. 

INTERNAL MEDICINE: (H45) Ass'n, 16 man group 
estab. °38; town, 75,000, No. Calif. (H46) Ass'n, 
Board invernist well esiab, town, 40,000, Texas; part- 
ner oppor. (H47) Ass'n, GP; pariner, Board iniern- 
isc re.iring; remarkably successful pract; 
$15,000, ist yr; early pariner; Fla. (H48) Group 
ass’n; Alaska; $20,000-$2",000; early partner. (H49) 
Ass'n, excel. dept int. med., important indus. co; 
career post; we iown, E, near several Ige cities; 5 day 
week; $13,500 

INSURANCE MEDICINE: (X51) Young phy. for Midwest 
-~ woman phy. & male phy, for Eastern office, major 


Chicago 


NEUROSURGERY: (126) Ass’n, Board neurosurg; busy 
prac alif 
OALR: (E71) Oph. or oto; {2 man group; city, 135,000, 


near 2 med. school cities; E. partner. (E72) Oph. & 
Fey grove of 8 Board men; expansion prog; new clin- 

ida: coll, town, Calif; partner after 2 yrs. (E73) 
Oph: man group; town 40,000 adjacent, Iige city, 
univ. med. cenier, So; min. $1500. 

OBSTETRICS. GYNECOLOGY: (J4) Ass'n, 13 man group 
expanding to 15 to 20 men; town, 15,000; drawing area, 
100,000; fine hosp, facilities; partner after Ist yr; So. 
(J5) Ass'n, 15 man group founded by prominent in- 
ternist, chief of dept, med. school; oppor. partner after 
yr; Ige Sims facilities 2 med. schools; E 

ORTHOPE DICS: (K52) Head dept, 15 man group; ex- 
— pre. to 20; attrac. town, near San Francisco; 
sal. basis, yrs; 3d, partner. (K53) Head dept, 
man 94 estab. 3 coll. town, 80,000, NW; no 


orthopod in Ige are 
PATHOLOGY: (L83) Dir. dept 300 bed gen. hosp; pref. 
one qual, conduct tch’g prog; fee-for-service; $25- 


$35,000; town of 85,000, So. (L84) Assoc. dir; 450- 
bed gen. hosp; approved tech. course affil. univ; %; 
avera ,000-$20,000. 

PEDIAT (M70) _ Head dept, 16 man group; univ. 
city, 9 NW. (M71) Ass'n, 17 a group; coll, town, 
9000 students, near univ. center, 

PHARMACEUTICAL INDUSTRY: (Ns) Med. dir; major 
co; $15-$20,000; E. 

P & N: (P40) Psy. to estab., 8 new psy. clinic sup- 
ported by foundation; city 100,000; excel. oppor. priv. 
pract; SW. (P41) Med. neurologist; one of country’s 
leading groups; own —, 400 beds; attrac. res. town, 


PUBLIC HEALTH: (Q23) Well qual. epidemiology; for- 
eign operations, leading indus co; $14,000 plus $4000 
family mtce (Fed. tax free). 

ne (R71) Consulting rad; 500 bed hosp; for- 

n; knowledge French helpful, willing acquire sat- 

actory level of conversational Persian. (72) Assoc. 

a teh’g dept serving Ige clinic, 800 bed hosp; 80,000 
exams. 9000 therapy visits yr; MW. 

SURGERY: : (U26) Ass'n, Board surg; 3 man group; small 
town serving as med. center, Ige area; No. (U27) Gen. 
& thoracic surg; ass’n Board surg; Fla. (U28) Pre- 
ceptee by 4 surgeons; approved; Penn. 

UROLOGY: (W6I) Head dept, 16 expanding to 
21; town 45,000, Ige farming area; MW. 

Please send for our Analysis Form. Kindly note our change 

of address to 900 N. Michigan Avenue, Chicago. 


Burneice Larson oiector 
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1 tablet 
all day 


tablet 
night 


Now 


Simplified dosage* 


prevent 


Angina Pectoris 


etamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


STAFF PHYSICIAN—NEEDED TO PRACTICE PSY- 
chiatry in a 37 bed church owned and operated psychi- 
atric hospital, rurally located; devoted entirely to active 
treatment of acute cases, utilizing electro-shock therapy, 
insulin, occupational therapy, and psychotherapy; per- 
sonal habits and philosophy must be compatible with 
conservative standards of the hospital. Apply: Admin- 
istrator, Philhaven Hospital, R.D. No. 15, Lebanon, 
Pennsylvania. Cc 


WANTED—ALLERGIST; CERTIFIED IN INTERNAL 
medicine or pediatrics; as associate medical director, 
leading to medical directorship, for Jewish National 
Home for Asthmatic Children at Denver; non-sectarian, 
philanthropic institution for rehabilitation if intract- 
able asthmatic children. Inquiries and applications to: 
Dr. M. Murray Peshkin, Chief National Medical Consult- 
450 West End Ave., New York 24, 

ork, 


PHYSICIAN WANTED—FOR A 242 BED TUBERCU- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen- 
eral practitioner acceptable; starting salary not to ex- 
ceed $12,900 for a certified physician and $10,320 if 
not certified; maximum salary $13,760. Apply: Dr. A. 
Tomasulo, Director of Professional Services, Veterans 
Administration Center, Dayton, Ohio. Cc 


WOMAN GENERAL PRACTITIONER—FOR PARTNER- 
ship in excellently equipped new clinic with 33 r old 
single woman practitioner in town of 10, 0 miles 
north of New Orleans; growing Ry chiefly 
— and children; have R ractical nurse assist- 

and secretary-receptionist; aylor 1952; give all 
details in Ist letter; prefer sin ile res, “ie some cap- 
ital but not mandatory. Box 2453 C, % AMA. 


OTOLARYNGOLOGIST — FOR STAFF OF GROUP 
practice clinic; serving membership of over 20,000, in 
Washington, D. C.; prefer diplomate or Board eligible; 
physician; annual salary open; 1 month vacation; study 
leave; sick leave; comprehensive retirement plan. Write 
to: Medical Director, Group Health Association, Inc., 
1025 Vermont Ave, N.W., Washington 5, D. C. c 


CLINICAL INVESTIGATION — EXCELLENT OPPOR- 
tuni with rapidly expanding pharmaceutical company 
for physician interested in clinical research; experience 
desirable but not essential; Eastern location; send com- 
plete details including age, education, age draft 
—_ and minimum salary desired. Box 2402 C, % 


PSYCHIATRICS WANTED—SALARY $7570-$12,685 DE- 
pending upon qualifications; 25% additional if Board 
certified (not to exceed $13,760); approved 3 years psy- 
chiatric residency in conjunction with Northwestern Uni- 
versity; hourly commuting distance Chicago. Write: 
Veterans Administration Hospital+, 

nois. 


WANTED — YOUNG GENERAL PRACTITIONER; TO 
associate with 2 physicians partnership; well-established 
clinie; county seat growing city southern West Virginia; 
open staff hospital in same city; time off for recreation; 
month vacation and starting salary $10,- 
000; ip or percenta later if mutually satis- 
factory. Box 2452 C, % AMA. 


WANTED—DERMATOLOGIST, UROLOGIST, PATHOL- 
ogist and ophthalmologist; to join 16 man group located 
in northern Iowa city of 35,000; clinic owns 56 bed hos- 
pital in addition; clinic well-established 35 years; new 
clinic building to be completed July 1957; salary lst year, 
leading to partnership. Write full details Ist letter to: 
Park Hospital Clinic, Mason City, Iowa. Cc 


ASSISTANT WANTED—IMMEDIATELY; MUST HAVE 
Minnesota license; must be under age 38 preferably 
married; net salary $12,000 annually for Ist year, then 
partnership; must present references of character and 
ability. Write or phone: Joseph Bloom, a FACS 
Silver Bay, Minnesota, Phone: S.B. 6-446 c 


PHYSICIAN—TO JOIN MEDICAL STAFF OF COPPER 
Company; office in modern well-equipped 50 bed hospital; 
unfurnished house available; salary plus extra income; 
must be able to qualify for an Arizona license. For 
further information write te: Chief Surgeon, Morenci, 
Arizona, outlining personal and professional a, 


ASSISTANT RADIOLOGIST—400 BED HOSPITAL*+ 
affiliated with medical school and approved for residen- 
cy training; opening available January 1, 1957; give 
full particulars concerning training and experience. Re- 
ply: Director, Department of Radiology, Mount Sinai 


Hospital, Chicago 8, Illinois. 
MEDICINE—STAFF PHYSICIAN IN 500 
bed GM&S hospital+ affiliated with the residency and 


research a. of the University ef Colorado Medical 
School; usual VA prerequisites; salary up to $13,760. 
Contact: Director of Professional Services, VA Hospital, 
Albuquerque, New Mexice. c 


DERMATOLOGIST — TAKE OVER ESTABLISHED 
practice, beautiful western university city; splendid in- 
ducements; medical, social, financial, climate, outdoor 
living; large growing population, introduction; illness; 
> me X-ray, radium as desired. Box 2434 C, 
AMA. 


MATERNAL AND CHILD HEALTH DIRECTOR — 
Board certification in pediatrics; administrative expe- 
rience in public health preferred; $950 to $1150 plus 
travel expenses; starting salary open. Write to: Mr. 
A. T. Johnson, Personnel Director, Oregon State Board 
of Health, P. O. Box 231, Portland, Oregon. Cc 


GENERAL PRACTITIONER WANTED — CENTRAL 
Texas location; 50 bed hospital, 6 man clinic; salary 
$800; if training in anesthesiology and willing to re- 
lieve anesthetist, salary $1000; please include full in- 
formation and references in Ist letter. Box 2365 C, 
% AMA. 


STAFF PHYSICIAN—IMMEDIATE OPENING IN 150 
bed tuberculosis hospital; adequate laboratory facilities, 
pulmonary function studies, chest surgery; excellent sal- 
ary, with maintenance, including 3 bedroom, ranch type, 
residence. Contact: Joseph H. Geyer, MD, Superintend- 
ent, Silvercrest Hospital, New Albany, Indiana. 


ASSOCIATE PHYSICIAN—APPROVED CHEST DIS- 
ease hospital+; at least 1 year training in pulmonary 
diseases; must have, or be able to acquire, California 
license; salary $9600. Box 2445 C, % AMA. 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teach- 
ing, research, public health or industrial medicine; 
National and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., ~~ 
cago. 


98 BED GENERAL HOSPITAL — NEEDS HOUSE 
physician now; to assist in surgery and handling emer- 
gencies; $350 per month plus full maintenance. Write or 


call: Administrator, Bethania Hospital, Wichita vem, 
Texas. 
OTOLARYNGOLOGIST — EXCELLENT OPPORTU- 


nity, associate with OLAR group of 4; Board eligible ad- 
Visable but not necessary; adequate salary Ist year and 
increase or partnership if mutually satisfied; Texas city 
of 250,000. Box 2451 C, % AMA. 


ASSISTANT MEDICAL DIRECTOR — APPROVED 
chest disease hospital+ must have, or be able to acquire 
California license, clinical and research experience in 
pulmonary diseases desired; administrative background 
not essential; salary $11,000. Box 2444 C, % AMA. 


RADIOLOGIST—PRIVATE PRACTICE PLUS HOSPI- 
tal connection, eventual 3 man partnership; salary $15,- 
000-$18,000 lst year; partnership and percentage be- 
ginning second year; progressive Michigan Community 
200,000 population. Box 2440 C, % AMA. 


WANTED—GENERAL PRACTITIONER; TO JOIN TWO 
man group doing general medicine in new clinical build- 
ing with all facilities; excellent hospital facilities, 
northwestern Illinois; salary open depending on qualifi- 
cations. Box 2439 C, % AMA. 


GENERAL PRACTICE—YOUNG MAN INTERESTED 
in excellent opportunity in fast growing suburban com- 
munity; 30 miles from Chicago; individual] practice start- 
ing salary $1000 monthly, eventual partnership. Box 
2332 C, % AMA. 


WANTED—PEDIATRICIAN; TO TAKE OVER PRAC- 
tice in rapidly expanding suburban Sacramento, Cali- 
fornia; excellent opportunity; no financial investment; 
rey to assume teaching position. Box 2392 C, % 
AMA, 


ROENTGENOLOGIST—FOR LARGE TEACHING HOS- 
pital+ affiliated with Ohio State University Medical 
School; citizenship required; salary dependent on qual- 
ifications. Write to: Dr. A. Tomasulo, Director, Pro- 
fessional Services, VA Center, Dayton, Ohio. Cc 


WANTED—PSYCHIATRISTS AND PHYSICIANS; SAL- 
ary range to $15,000 depending on qualifications; research 
and teaching opportunities. For further information con- 
tact: Jack A. Wolford, MD, Superintendent, 
State Hospital+, Ingleside, Nebraska. 


INTERNISTS AND GENERAL PRACTITIONERS 
wanted—in 2400 bed hospital+; hourly commuting dis- 
tance Chicago; salary ranges $7570-$12,685, depending 
upon qualifications. Write: Manager, Veterans Adminis- 
tration Hospital, Downey, Illinois. Cc 


Hastings 
c 


- 
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OBSTETRICIAN-GYNECOLOGIST — CERTIFIED OR 
eligible; 13 man spectalty group urgently needs services 
to head department; gioup owns 65 bed air-conditioned 
hospital; early partnership; southern Illinois, Box 2418 
C. % AMA 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 
ane 600 S. Broadway Street, Los Angeles 14, — 
ornia. 


OBSTETRICIAN-GYNECOLOGIST — WELL ESTAB- 
lished clinic; Southwest; must be graduate of ap- 
proved medical school; completing accredited residency; 
under 35; forward biographical data for review. Box 2295 
C, % AMA. 


PHYSICIAN—TO DEVELOP PULMONARY FUNCTION 
laboratory in chest disease hospital+; salary $12,000; 
please supply full details of experience and qualifications 
in original letter. Box 2446 C, % AMA. 


UROLOGIST — CERTIFIED OR ELIGIBLE; 13 MAN 
specialty group wishes to establish department; early 
partnership; give personal and professional qualifica- 
tions Ist letter; southern Illinois. Box 2417 C, % AMA. 


WANTED — FULL TIME PHYSICIAN FOR SOUTH- 
eastern railway; under age 56; give full information as 
to education, training and experience. Box 2413 C, % 


MA. 


WANTED — IMMEDIATE OPPORTUNITY FOR AN- 
other general practitioner; in small attractive industrial 
town in eastern Connecticut near major cities; approved 
modern hospital. Box 2372 C. % AMA. 


pocTors — FOR PACIFIC NORTHWEST, WEST 
Coast and California appointments, write Maria Gizzi, 
Pacific Coast Medical Bureau, Agency, 1404 Central Tow- 
er Bidg., San Francisco 3 Confidential—Prompt. Cc 


OTOLARYNGOLOGIST — FOR GROWING AREA IN 
central Washington; 7 man group; Board certifted or 
eligible; salary open; potential partnership after 2 years; 
no capital required. Bex 2368 C, % AMA. 


OPPORTUNITY FOR MEDICAL DOCTOR—IN NORTH- 
east Montana; badly needed; progressive wheat, ranch- 
ing and oil development area; office and housing no prob- 
lem. Contact: Chamber of Commerce, Poplar, Montana. Cc 


WANTED — WELL-QUALIFIED GENERAL PRACTI- 
tioner; Minnesota; excellant hospital facilities; unusual 
opportunity for the right man, Box 2425 C, % AMA. 


NEU ROLOGIST-PSYCHIATRIST—-WANTED TO ASSO- 
clate with neurosurgeon, Pacific Northwest. Box 2414 C, 
% AMA, 


PATHOLOGIST — DIRECTOR OF LABORATORY 170 
bed general hospital*+; enlarging to 250 beds; Michigan 
location, Box 2450 C, % AMA. 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A.M.A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRY—BARNES HOSPITAL* +; 3 YEAR AP- 
proval; versatile residency offering supervised dynamic 
psychotherapy, excellent opportunities for research, train- 
ing in neurology; recognized child guidance clinic, 
outpatient and inpatient therapy in new university psy- 
chiatric hospital, psychosomatic medicine closely allied 
with internal medicine; close liaison of university with 
psychoanalysts; St. Louis a city with artistic, intellectual 
facilities; program and salary flexible; full maintenance. 
Write: E. F. Gildea, MD, Department of Psychiatry and 
Neurology, Washington University Medical School, St. 
Louis, Missouri. D 


ROTATING INTERNSHIP AND GENERAL PRACTICE 
residencies—both Council on Medical Education ap- 
proved; daily conferences, lectures, rounds, out-patient 
clinic and ward service; facilities for married house 
staff; salaries: $1800 and $2400* plus full maintenance 
for interns, $2700 to $3300* plus maintenance for Ist 
year and $3300 and $3900* for 2nd year general prac- 
tice residents; inquiries invited;* latter figures apply to 
American medical school graduates. Director, Medical 
Education Program, Deaconess Hospital,* 6150 Oakland 
Ave., St. Louis 10, Missouri. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try+; approved 3 year program; balanced clinical and 
didactic training including psychotherapy and somatic 
therapies, outpatient and child psychiatry; at VA, State 
and Menninger hospitals; affiliated with Topeka Institute 
for Psychoanalysis; 5 year appointments combining resi- 
dency and staff experience for Board eligibility available 
at staff salaries. Write: Registrar, Menninger School of 
Psychiatry, Topeka, Kansas. D 


PATHOLOGY RESIDENCY — ONE — FOUR YEARS; 
fully-approved for PA and CP; 4 certified pathologists; 
1955 surgicals, 9324; eutopsies, 311; total exams 595,216; 
807 beds and bassinets; Indiana University teaching 
conferences and appointments available; stipend Ist year 
$3156 with annual increases. Apply to: Dr. Lester H. 
Hoyt, Director of Laboratories, Methodist Hospital,* + 
Indianapolis 7, Indiana. D 


RESIDENCY IN PATHOLOGY — SCHOLARSHIP OF 
$3600 per year from American Cancer Society available 
to persons interested in taking full training which in- 
cludes 1 year anatomical, 1 year surgical and 2 years 
clinical pathology, to be taken at the Medical College of 
Virginia Hospital,*+ Richmond 19, Virginia. Apply to: 
Henry G. Kupfer, MD, Director, Department of Clin- 
ical Pathology. D 


APPROVED RESIDENCIES. -VA HOSPITAL+, HOUS- 
ton, Texas; integrated training programs, Baylor Uni- 
versity affiliated hospitals residencies. Texas Medical 
Center; applications accepted for neurology, anesthesiol- 
ogy, pathology, psychiatry, radiology and urology; ‘‘ca- 
reer’’ residencies in neurology and psychfatry; citizenship 
required, Manager, VA Hospital, or Dean, Baylor Uni- 
versity college of Medicine. dD 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern mental 
hospital;+ excellent teaching program therapeutic pro- 
cedure; $5280-$6600. Box 21909 D, % AMA. 


treatment and prevention. 
of superficial 
fungous infections 


especially 


DERMATOMYCOSIS PEDIS 


(athlete’s foot) 


Desenex: 


For best results from continuous 
therapy, the following simple 
regimen is suggested: 


4 Every night, liberally apply 


-enex. Ointment Zincundecate 
and surr 


DAY 


Each morning, freely dust Des- 
enex Powder Zincundecate on 
feet (rubbing in to insure con- 
tact) and in shoes and socks. 


Cures the average moderate to 
severe case in two to three 
weeks. 


Desenex: 


OINTMENT and POWDER 
ZINCUNDECATE 
and SOLUTION 

UNDECYLENIC ACID 


e Potent antimycotic action 


e Soothing antipruritic effect 
e Virtually nonirritating 


Write today for 
samples and literature 


Available at all pharmacies 
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ANESTHESIOLOGY RESIDENCY—BOARD APPROV)} p 
2 year residency available July 1, 1957; all types of 
surgery in 350 bed hospital*+ associated with clini¢ 
group of 35 board certified staff men; stipend $200 )er 
month Ist year, $250 per month 2nd year. Apply: Willi«m 
F. Brehm, MD, Guthrie Clinic and Robert Packer Ho;- 
pital, Sayre, Pennsylvania. D 


ANESTHESIOLOGY RESIDENCIES—2 FIRST YEAR, 2 
second year appointments available in university affili- 
ated hospital*+ with active clinical and teaching pro- 
gram; graduates approved schools only. Write: J. Gerard 
Converse, MD, Director of Anesthesiology, Jackson Me- 
morial Hospital, Miami 36, Florida. Dd 


ENT RESIDENTS WANTED—EENT HOSPITAL+; 125 
beds, averages 35,000 out-patient visits annually; ade- 
quate supervision, instruction and surgery under Board 
men, basic science course in affiliation with Tulane Uni- 
versity included, Apply at once: EENT hospital, 145 Elk 
Place, New Orleans 12, Louisiana, D 


RADIOLOGY RESIDENTS—JULY 1, 1957; APPROVED 
3 year training period in diagnosis, therapy, isotopes: 
new department in university medical center. Apply 
E. C. Lasser, MD, Radiology Department, University of 
Pitisburgh, School of Medicine, Presbyterian Hospi- 
tal,*+ Pittsburgh 13, Pennsylvania. D 


OPHTHALMOLOGY — JUNIOR RESIDENT WANTED 
immediately; to fill vacancy due to military draft; lead- 
ing eastern metropolitan EENT hospital+ fully ap- 
proved; excellent opportunity; send full particulars. Box 
2481 D, % AMA. 


APPROVED PATHOLOGICAL RESIDENCIES — 300 
bed state cancer hospital+; 425 autopsies, 7000 surg- 
icals and 5000 Papanicolaous; stipend $3600 per year. 
Write: John W. Pickren, MD, Roswell Park Memorial 
Institute, 666 Elm Street, Buffalo 3, New York. D 


AVAILABLE JULY 1ST—AMA APPROVED MEDICAL 
residency; 210 bed hospital adjacent to 32 man medical 
group; salary $250 per month plus family housing. Write: 
(. Warner Litten, Manager, Fargo Clinic, Box 1388, 
Fargo, North Dakota. D 


HOUSE STAFF OPENINGS—CHILDREN’S HOSPITAL 
of Winnipeg; 1957-1958; applications are now being re- 
ceived for appointment to the following positions for the 
period July 1, 1957-June 30, 1958; 1. assistant (2nd 
year) resident pediatrics (1); 2. resident pathology (1); 
3. senior interns (first year resident) pediatrics (6). 
Expericnce in these positions is acceptable to the Royal 
College of Physicians & Surgeons of Canada as prepara- 
tion toward fellowship or certification in the specialty 
(the pathology residency qualifies for either the specialty 
of pathology or pediatrics). Applications should be in the 
hands ef the chairman of the intern committee before 
December 30, 1956; application forms and information 
brochures will be forwarded on request. Wallace Grant, 
MD, Chairman, Intern Committee, Children’s Hospital, 
Winnipeg, Manitoba, Canada. D 


RESIDENCY IN EXPERIMENTAL MEDICINE — AP- 
proved by American Board of Internal Medicine and 
American Medical Association; 1 year residency in small 
research hospital+ devoted to basic, diagnostic, and 
therapeutic studies, utilizing radioisotopes; hematologic 
disorder, thyroid disease, and neoplastic disease are em- 
phasized; opportunity for individual and group research, 
both clinical and laboratory; formal training in radioiso- 
topes included; 2 years’ previous training in internal 
medicine desirable; opening available for January 1957 
or later; salary $2,000 per year plus $4 per day in lieu 
of maintenance. Apply: Chief of Clinical Services, Med- 
ical Division, Oak Ridge Institute of Nuclear Studies, 
Oak Ridge, Tennessee. D 


RESIDENCIES AVAILABLE—APPROVED RESIDEN- 
cles in medicine, surgery, pediatrics, obstetrics and 
gynecology, and general practice available July 1, 1957; 
294 bed, 43 bassinet city operated hospital*+; annually 
14,000 in-patients, 8,000 out patient visits, 12,000 emer- 
gency room visits; approved 15 interns; total house staff 
30; teaching program well organized and operating; 
fundamentals and objectives of program available on re- 
quest; beginning salary $300. Write: Director, City 
Hfospitals, % City Memorial Hospital, Winston-Salem, 
North Carolina, D 


PATHOLOGY RESIDENCIES — FOUR YEAR AP- 
proved program in clinical pathology and pathologic an- 
atomy, first or second year, and third year residencies 
available now; starting July 1, 1957, 1 vacancy for each 
year; salary; first and second year $300 per month, in- 
cluding full maintenance; third year, $400; fourth year 
$450; active training program; 760 bed general hos- 
pital*+; applicant must be U. 8. citizen, have or be 
eligible for California license. Write: Pathologist, Sac- 
ramento County Hospital, Sacramento, California. D 


RADIOLOGY RESIDENCY—FULLY APPROVED FOR 
3 years training; teaching general hospital*+; 800 beds 
out patient visits 63,000 yearly; X-ray diagnostic ex- 
aminations, 38,053 in 1955; stipend and full mainte- 
nance; organized teaching program in diagnostic and 
therapeutic radiology including isotopes; affiliated with 
New York University-Bellevue Medical Center; 4 full- 
time diplomates; openings January 1, 1957 and Septem- 
ber 1, 1957. Address: Director of Radiology, St. Vin- 
cent’s Hospital, New York 11, New York. D 


RESIDENT IN PATHOLOGY — SALARY 25 PER 
month Ist year, graded increase each succeeding year; 
full maintenance; available for 1 to 4 years training; 4 
year Board approved large departmentalized routine and 
research laboratory; 625 bed general hospital*+; 6,000 
surgicals and 300 autopsies per year; under supervision 
of 2 pathologists certified in pathologic anatomy and 
clinical pathology; available July 1st. Apply: Dr. Robert 
(, Grauer, Director, Singer Laboratory, Allegheny Gen- 
eral Hospital, Pittsburgh, Pennsylvania. D 


PSYCHIATRY AND NEUROLOGY RESIDENCIES — 
resent vacancies for re, and neurology residents 
n the fully-approved 3 year program, affiliated with the 
New York University Bellevue Medical Center exists 
at the New York University Bellevue Hospital+; 
U. 8. citizenship, graduation from an approved medical 
school, and a minimum of | year of approved internship 
required. Candidates may apply to: Manager, Veterans 
peateeretes Hospital, 408 First Avenue, New Vert. 
ew York. 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clinic:! 
experience; opportunities for clinical, teaching and re- 
search appointments in hospital and medical college after 
completion of training. Write: C. M. Landmesser, Mi), 
Director of Anesthesiology, Albany Medical Center,* ~ 
Albany, New York. D 
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Minimal side effects 


*Tradetmark for proclorperazine, S.K.F. 


Compaz 


A true “tranquilizer” and a potent antiemetic 


Clinically proved, before introduction, in over 12,000 patients 


Smith, Kline & French Laboratories, Philadelphia 


* 


RADIOLOGY—APPROVED RESIDENCY AVAILABLE 
January 1, 1957 and July 1, 1957; 20,000 diagnostic ex- 
aminations a year, radioisotope laboratory, pathology 
approved for 4 years, as are all other specialties; special 
course in radiation physics; stipend, $110 to $125 for 
assistant residents, $150 for residents, with room and 
board. Apply: Executive Director, Sinai Hospital of 
Baltimore*+, Inc., 1714 East Monument Street, Balti- 
more 5, Maryland. D 


RESIDENT IN PSYCHIATRY—PINEL FOUNDATION + 
offers 3rd and 4th year residencies in psychoanalytically 
oriented treatment unit; treatment program particularly 
emphasizes intensive psychotherapy and milieu therapy; 
individual and group supervision provided by members 
of hospital staff and consulting staff; 3rd year salary 
$4,800, 4th year, $6,000. Address inquiries to: Medical 
Director, Pinel Foundation, 2318 Ballinger Way, Seattle 
55, Washington. D 


APPROVED ruese YEAR RESIDENCIES IN PSY- 
chiatry—new GM&S hospital+; well-organized teach- 
ing program; affiliated with Washington University 
School of Medicine; all types of psychiatric experience 
represented, including supervised dynamically oriented 
Psychotherapy, psychosomatic medicine, child guidance 
clinic, ete.; attractive career residency program available. 
Write: Mana VA Hospital, 915 North Grand Bivd., 
St. Louis 6, issouri. D 


APPROVED RESIDENCIES IN INTERNAL MEDICINE, 
surgery, psychiatry, obstetrics-gynecology, and pathology ; 
available in July to veteran physicians who have complet- 
ed their military obligation; beginning stipend $150 per 
month plus maintenance and uniforms for self; travel al- 
lowance of $150 at beginning and termination of service. 
Address inquiries to: Medical Director, The Queens’s 
Hospital*+, P. O, Box 614, Honolulu 9, Hawaii. 


APPROVED MEDICINE, PSYCHI- 
eurolegy—available 
1957; 684 bed county hespitala+ near New York Ci 

pA educational opportunity; only applicants w 

have completed one year approved internships will be con- 
sidered; stipend $200 monthly plus complete maintenance. 
Apply: Bergen Pines County Hospital, 
Paramus, New Jersey. D 


PSYCHIATRY RESIDENCIES AVAILABLE — IN 655 
bed university-teaching, general hospital*+ with 60 
bed acute treatment psychiatric unit fully approved for 
3 years training; experience includes dynamically-ori- 
ented psychotherapy with children and adults; shock 
therapies and neurologic training: salary range $3000- 
4000 annually. Address inquiries to: Medical Director, 
Albany Hospital, Albany, New York, D 


M&S hospital+; delightful 
all-year outstanding teaching program under 
Colorade Medical School Dean's Committee, with affilia- 
tion for necessary female and pediatric training; citizen- 
ship required; housekeeping facilities available at modest 
cost. Contact: Director, Professional Services, VA Hos- 
pital, Albuquerque, New Mexico. D 


INTERNAL PATHOLOGY, SURGERY AND 
chest diseases—in 500 bed GM 


PSYCHIATRIC RESIDENCY VACANCIES—APPROVED 
3 year residency in conjunction with Northwestern Uni- 
versity Medical School; extensive training program in 
clinical psychology, vocational counseling, social service, 
and related fields; salary ranges from $2840-$3550; and 
for career residents $7570-$10,065; hourly commuting 
distance Chicago; citizenship required. Write: Manager, 
Veterans Administration Hospital+, Downey, Illinois. D 


SURGICAL RESIDENT—AVAILABLE JULY I, 1957; 
bed county hospital*+ near New York City; excep- 
tional educational opportunity; only applicants who have 
completed | year approved interships will be considered; 
stipend $200 monthly plus complete maintenance. Apply: 
Superintendent, Bergen Pines County Hospital, Paramus, 


AVAILABLE IMMEDIATELY — OWING TO EXPAN- 
sion in facilities, 1 approved residency in pulmonary 
diseases; training is provided in both tuberculous and 
nontuberculous chest diseases; stipend varies between 
$250 to $350 per month less maintenance. Contact: Dr. 
I. Kass, Ass’t. Medical Director, National Jewish Hos- 
pital+, Denver, Colorado. D 


WANTED—JULY 1, 1957; TWO FIRST YEAR RESI- 
dents and | second year resident for active, fully-acered- 
ited obstetrical and gynecological department; 95% 
house cases; objective and well-organized clinical teach- 
ing program supervised by diplomates of the American 
and gynecology; salary open. Box 


APPROVED RESIDENCIES—INTERNAL MEDICINE: 
available quarterly, Veterans Administration Center+, 
Dayton, Ohio; 3-4 year program, citizenship required; 
affiliated and supervised by Ohio State University Med- 
ical School, salary $2840-$4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. 8. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. D 


CHIEF RESIDENT INTERNAL MED- 
icine; to supervise house staff of 2! physicians; 684 bed 
county hospital; unusual Ba for clinical experi- 
ence; salary $300 ~~ =" plus complete maintenance and 
uniforms; available A. 1957. Apply: Superintendent, 
Bergen Pines County Hospital, Paramus, New Jersey. D 


RADIOLOGY RESIDENCY—MAJOR TEACHING CEN- 
ter*+ for medical school; position available January 1 
- July 1, ay 4. starting stipend $100 per month plus 

pply: Department of Radiology, State 

University of . York, Downstate Medical Center, 

450 Clarkson Avenue, Brooklyn 3, New York. D 


RESIDENCY—ANESTHESIOLOGY; UNIVERSITY AP- 
pointment, two years active teaching program; adequate 
clinical experience in all phases of anesthesia; affiliation 
with Veterans Administration. Paul H. Lorhan, MD, 
University of Kansas Medical Center*+, Kansas City, 
Kansas. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, 
MD, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


APPROVED ROTATING INTERNSHIPS—iI YEAR IN- 
ternship july 1, 1957; 684 bed county hospital*+ near 
ty; exceptional educational opportunity; only 

stipend 3 of approved medical schools will be considered ; 
stipend $100 monthly plus complete maintenance. Apply: 
Bergen Pines County Hospital, Paramus, New Jersey. D 


PEDIATRIC AND MEDICAL RESIDENT—AVAILABLE 
July 1, 1957; 1 year approved program in medicine; 2nd 
year pending following inspection; 2 year approved pro- 
gram in pediatrics; both programs affiliated with large 
charity hospital. Apply: Administrator, Baptist Hospi- 
tal*+, Nashville, Tennessee. Db 


RESIDENCY IN RADIOLOGY—400 BED HOSPITAL* + 
affiliated with medical school; fully-approved residency 
with excellent opportunity for training; available January 
1, 1957. Reply: Director, Department of Radiology, 
Mount Sinai Hospital, Chicago 8, Illinois. D 


RESIDENT FOR GENERAL PRACTICE—90 BED MOD- 


ern hospital; JCAH approved; open July 1, 1957; stipend 
$225 per month plus full maintenance. Apply: Leote L. 
Harnden, Supt., Grace Hospital, 2307 W. 14th &t., 
Cleveland 13, Ohio. D 


WANTED—FOURTH YEAR SURGICAL RESIDENT; 
graduates approved schools only; for 350 bed midwest- 
ern hospital*+, with full 4 year approval general sur- 
gory program; stipend $275 monthly. Box 2428 D, % 
AMA. 


PEDIATRIC RESIDENTS OPEN—ONE JANUARY 1957, 
4 July 1957; women residents acceptable; 100 bed; AMA 
approved 2 years; $200 to $300 monthly; under direction 
of Doctor Irvine McQuarrie. Write: Administrator, Chil- 
dren's Hospital+, Honolulu, Hawaii. D 


ANESTHESIOLOGY — APPROVED TWO YEAR PRO- 
gram; optional 3rd year university and city hospital 
center, Apply to: Louis R. Orkin, MD, Department of 
Anesthesiology, Bronx Municipal Hospital*+ Center, 
New York Gi, New York. D 


OPENING RECENTLY APPROVED RESIDENCY IN 
urology—500 major operative 2000 cystoscopic procedures 
in 1955; research lab. Contact: J. Fenimore Cooper, MD, 
Kaiser Foundation Hospital*+, 4867 Sunset, Los An 
geles, California, D 


ANESTHESIOLOCY RESIDENCY — APPROVED TWO 
year integrated didactic and clinical program available 
now; complete maintenance and stipend. Apply: 8S. N. 
Surks, MD, Chief of Anesthesiology, Long Island Jewish 
Hospital* +, New Hyde Park, New York. b 


OPPORTUNITY—FOR RESIDENCY TRAINING FOR A 
limited number of physicians starting January 1957 or 
July 1957; accredited for 2 years training. For further 
information contact: Jack A. Wolford, MD, Superintend- 
ent, Hastings State Hospital,+ Ingleside, Nebraska. D 


FIRST YEAR RESIDENT IN OBSTETRICS-GYNE- 
cology—available January 1, 1957; 3 year approval. 
Evangelical Deaconess Hospital*+, 4229 Pearl Road, 
Cleveland 9, Ohio. D 


(Continued on page 49) 
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classified advertisements 


THE JOURNAL’s Classified columns are being used regularly and with an outstanding 
record of proven success! Write for rates on personal and commercial classified ads. 
For current issue, ad must reach us by Friday Noon, 15 days in advance. 


ADVERTISING DEPARTMENT 

JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 
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ANESTHESIOLOGY RESIDENCY — BOARD AP- 
proved; 380 bed hospital*+; all types of surgery; 11,000 
anesthetics per year; liberal stipend. Write: Dr. Lileyd 
H. Mousel, Director of Anesthesia, Swedish Hospital, 
Seattle, Washington. D 


APPROVED RESIDENCY IN OBSTETRICS-GYNECOL- 
ogy-—first, second or 3rd year available; stipend $200- 
$250 with full maintenance and uniforms. Write: Admin- 
istrator, Hollywood Presbyterian Hospital,*+ 1322 N. 
Vermont Ave., Los Angeles 27, California. D 


APPROVED RESIDENCY IN OTOLARYNGOLOGY — 
maxillo- coauee surgery and bronchoesophagology available 
July 1, North Carolina Baptist Hospital*+ affilli- 
ated cith ine Bowman Gray School of Medicine, Winston- 
Salem, North Carolina; salary. D 


FIRST, SECOND AND THIRD YEAR APPROVED 
residencies in internal medicine available; stipend $200- 
$250 with full maintenance and uniforms. Write: Admin- 
istrater, Hollywood Presbyterian Hospital,*+ 1322 N. 
Vermont Ave., Los Angeles 27, California. D 


INTERNS WITH EXPERIENCE WANTED—160 BED 
modern progressive, general voluntary hospital; surgery 
is particularly active; maintenance plus $300 monthly. 
Adelphi Hospital, 50 Greene Ave., Brooklyn 38, New 
York, D 

FIRST, SECOND OR THIRD YEAR APPROVED RESI- 
dency in urology available—stipend $200-$250 with full 
maintenance and uniforms. Write: Administrator, Holly- 
wood Presbyterian Hospital,*+ 1322 N. Vermont Ave., 
Los Angeles 27, California. D 


INTERNS WANTED—BEGINNING JULY 1, 1957; 245 
bed general hospital* +; rotating service; all services very 
active; salary $100 per month plus full maintenance. 
Evangelical Deaconess Hospital, 4299 Pearl Road, Cleve- 
land 9, Ohio, D 


HOUSE PHYSICIAN—123 BED GENERAL HOSPITAL: 
northern New York State; salary piss maintenance; no 
Exchange Visitor program. Apply: J. Thomas, Execu- 
tive Director, Nathan Littauer Hespitel. Gloversville, 
New York, D 


PSYCHIATRIC RESIDENCIES — APPROVED+ AMA; 
up to $8125 to start; housing; time off for psychoanaly- 
ote; Becton area; give qual.fications. Box 2447 D, % 


AVAILABLE — ASSISTANT RESIDENCY INTERNAL 
medicine; 3 year Board approval in 500 bed Ohio hos- 
pital*+, located in rapidly expanding industrial com- 
munity. Box 2448 D, % AMA. 


ROTATING INTERNSHIPS OF ONE YEAR—AVAIL- 
able July 1, 1957; newly enlarged 400 bed hospital* +; 
stipend $125 per month and maintenance. Methodist 
Hospital, Peoria, Illinois. D 


LOCATIONS WANTED 


EYE PRACTICE OR TEMPORARY PARTNERSHIP— 
mid-west city under 50,000; by Board ophthalmologist; 
climate and recreation facilities most important; will 
purchase good equipment. Box 2499 E, % A 


LOCUM TENENS WANTED 


DERMATOLOGIST—WISHES CAPABLE LOCUM TEN- 
ens for month of February; state qualifications and re- 
muneration desired. Box 2488 G, % AMA 


WANT ENERGETIC AND PLEASANT DOCTOR — TO 
take over general practice; in central Indiana; for 2 
years; can net $24,000 yearly; may consider partnership 
thereafter; please answer giving age, experience, and pro- 
fessional references. Box 2424 G, % A 


LOCUM TENENS WANTED — WANTED FOR THREE 
weeks to take over a very active practice; leaving Janu- 
ary 30th for a hunt in South America. Dr. C. H. Roth- 
fuss, 574 Rahway Avenue, Woodbridge, New Jersey. G 


LOCUM TENENS WORK WANTED 


LOCUM TENENS POSITION DESIRED — JANUARY 
through June 1957; require maximum remuneration; 
starting residency July 1957; 1 year internship, 1 year 
general residency, 5 years general practice; licensed 
Minnesota; willing to work, go anywhere. Box 2493 H, 
Yo AMA. 


SITUATIONS WANTED 


PATHOLOGIST — 2 YEAR’S ASSISTANT PATHOLO- 
gist, 300 bed hospital; 2 year’s attendant pathologist, 2 
hospitals, capacity, 600 beds; prefers association or 
group, independent basis with guarantee around $20,000 
until established; towns 25-100,000, West, Southwest, 
Northwest; licensed, Kansas, Texas, Michigan, age 35; 
Diplomate, anatomy, clinical, Woodward Medical Bu- 
reau, 185 N. Wabash, Chicago 1. I 


PLASTIC SURGEON—MD, HARVARD; COMPLETING 
5 years training, surgery including years plastic precep- 
torship; reconstructive maxillifacil, some hand surgery, 
head & neck tumors; able carry out all procedures; ref- 
erences unit in excellent commendations; early 30's; any 
locality. Woodward Medical Bureau, 185 N. Wabash 
Chicago 1, 1 


NEED OF AMERICAN BOARD SPECIALISTS 
head departments, physicians for private practice, 

| A or public health, please write for recommen- 

dations. Woodward Medical Personnel Bureau, 185 N. 

Wabash, Chicago. 1 


PATHOLOGIST—AGE 35; MARRIED; COMPLETING 
formal training; licensed California and Washington; 
seeks small hospital department or association; creden- 
tials on file with: Continental Medical Bureau, Agency, 
510 West 6th St., Los Angeles, California. I 


UROLOGY — COMPLETING 3 YEARS UROLOGY 
training, university hospital; seeks association, clinic, 
partnership; strictly urology; mountain states, west or 
Pacific coast areas, Woodward Medica] Bureau, 185 N. 
Wabash, Chicago 1 I 


(Continued on page 50) 


1) U KE LABORATORIES, 


PRODUCTS OF PARTICULAR INTEREST TO 


THE PRACTITIONER AND HIS 
WITH DRY, SENSITIVE SKIN— 


NIVEA CREME 
NIVEA SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


PATIENTS 


2. I desire to pledge $ 


AMERICAN MEDICAL EDUCATION FOUNDATION 
535 North Dearborn Street 


I wish to contribute $ 
further wish to designate this amount to 


Chicago 10, 


to the A.M.E.F. and 


University. 


and further wish to designate this amount to 


annually to the Foundation 


University. 


3. Please bill me for the amount of my pledge. 0 
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50 


“* Syrup of ‘Antepar’ Citrate 
brand Piperazine Citrate 
100 mg. in each ce. 


* Tablets of ‘Antepar’ Citrate 
brand Piperazine Citrate 


250 and 500 mg., scored 


Pads of directions sheets for 
patients available on request. 


EFFECTIVE 
ANTHELMINTIC 

for PINWORMS 

and ROUNDWORMS 


tepar 


& BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 


ts 


children like it 


» December 22, 1956 


one week for PINWORMS 
© days for ROUNDWORMS | 
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RADIOLOGIST—15 YEARS TUMOR CLINIC; EXTEN- 


sive radium experience; radiation physics, isotopes 
(including Oak Ridge) training, 2 years isotope ex- 
perience; publications on cancer; desires Radiology 


appointment, preferably therapy. Box 1678 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST — BOARD QUALI- 
fied; 30: family; desires association or location in smog- 
free California, preferably with other obstetrician-gyne- 
cologistz; completing Air Force service February, 1957. 
Box 2472 I, % AMA. 


INTERNIST—35; MARRIED; BOARD CERTIFIED; VA 
training, university affiliated; licensed Minnesota (grad- 
uate), Missouri, clinic experience; completing military 
service; available early 1957; clinic or group association 
desired; South, Mid-West, or West. Box 2494 1, % AMA. 


INTERNIST—BOARD CERTIFIED; AGE 33; FAMILY; 
desires location on permanent basis with group or in- 
dividual; he will furnish all essential information in 1st 
correspondence, Box 2500 I, % AMA. 


INTERNIST—BOARD QUALIFIED; 40, WITH CON- 
siderable chest and radioisotope experience; desires lo- 
cation, association, or partnership; large city or suburban 
area; Northeast or Mid-West. Box 2495 I, % AMA. 


DENTIST—INSTITUTIONAL EXPERIENCE; DESIRES 
permanent full-time employment with good maintenance 
facilities or salary equivalent. Box 2492 |, Y% AMA. 


FULL TIME POSITION FOR PHYSICIAN—AGE 36; 
married; 6 dependents; experienced in teaching, actual 
and administrative research, and surgical practice; grade 
A school graduate, 1945, BS, MD, MS; diplomate Ameri- 
on Lory of Surgery; military category IV; Box 2467 I, 


OBSTETRICIAN-GYNECOLOGIST — 37; VETERAN; 
Syracuse graduate; Board eligible; diplomate National 
Boards; desires association with established indivicual or 
group; locum tenens for 12 months or more considered. 
Box 2432 I, % AMA. 


BOARD DERMATOLOGIST—EXCELLENT TRAINING, 
experience; best references; publications; age 34; mar- 
ried; young child; desires permanent association North, 
Middle East or West Coasts. Box 2442 |, % AMA. 


chy arly. 

Do you need a_ well-qualified assistant or associate? 
We have many who would interest you. Write us. 
THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


GENERAL PRACTITIONER-SURGEON—38; EXPERI- 
enced; wishes to establish independent practice in 
community of 4 to 10,000; West or Midwest; hospital, 
solicits information from physicians believing their com- 
munity needs another MD. Box 2431 I, % AMA. 


RADIOLOGIST—CERTIFIED IN DIAGNOSIS, THER- 
apy, and isotopes; young, married; family, category IV; 
presently on staff of eastern medical school; desires in- 
dependent or permanent position; prefer South or West 
coast, Box 2466 I, % AMA. 


ORTHOPEDIST — 40; MARRIED; FAMILY; BOARD 
eligible; completes military obligation February, 1957; 
desires group or private practice within 150 mile radius 
of Chicago; excellent qualifications and references. Box 
2462 I, % AMA. 


PEDIATRICIAN — 30; BOARD ELIGIBLE; FAMILY; 
priority IV; practicing in Southwest; desires to relocate, 
after January, 1957, on West coast in group association 
preferably with another pediatrician; have California 
license, Box 2364 I, % AMA. 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. I 


WHEN IN NEED OF AMERICAN BOARD SPECIAL- 
ists to head departments, physicians for private prac- 
tice, public health or industry, please write for 
recommendations. Burneice Larson, Director, Medical 
Bureau, 900 N. Michigan Ave., Chicago. I 


MATURE SURGEON — 15 YEARS EXPERIENCE; 
fully qualified, particularly malignancy; desires group or 
rivate associatios in West; licensed California and 
exas; has Board and College. Box 2437 I, % AMA, 


OPHTHALMOLOGIST—BOARD CERTIFIED; 34; FAM- 
ily; 4 years practice; desires group or association leading 
to partnership; prefers west, will consider other areas. 
Box 2429 I, % AMA. 


INTERNIST—BOARD QUALIFIED; AGE 31; ASSIST- 
ant staff, Cleveland Clinic; desire association with 
group, clinic, or established ‘internist; available July, 
1957. Box 2468 I, % AMA. 


GASTROENTEROLOGIST—30; TRAINED G.I. X-RAY, 
gastroscopy, research, university center; Board eligible; 
association with individual or group anywhere. Box 2455 
I, % AMA. 


THORACIC SURGEON — BOARD QUALIFIED; MAR- 
ried; children; completed military obligation; licensed 
Pennsylvania; desires private or group association; East 
preferred. Box 2454 I, % AMA. 


GENERAL SURGEON — 34; MARRIED; VETERAN; 
Board eligible; desires association with established sur- 
geon, gynecologist, or group; Mid-West of Virginia pre- 
ferred. Box 2410 I, % AMA. 


BOARD SURGEON — 36; MARRIED; 4 CHILDREN; 
qualified thoracic Boards; completing military service; 
available May 1957. Box 2404 1, % AMA. 


FLORIDA—LICENSED FACS, WHO LIKES GENERAL 
practice—wants to become associated with general sur- 
ed general practitioner in Florida. Box 2358 I, % 


PROCTOLOGIST—BOARD QUALIFIED AND AVAIL- 
able upon completion of residency, June 1957; desires 
good location; solo, association, or group; best refer- 
ences. Box 2376 I, % AMA. 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED: (a) CHIEF MED TECH; staff of 9 in active 
lab supv by full time path; 200 bd vol gen hosp; indus 
coll city 100,000; E. (b) MED TECHS; apprv'd vol 
gen hosp 120 bds; cons indus wk; to $4500; rapidly 
expand’g, prog city 40,000; Pac NW. (c) MED TECH; 
150 bd gen hosp; to $4800; resid, resort city; SW. 
(d) CHIEF MED TECH; also act as ass’t bact; staff 
of 5 techs, vol gen hosp 150 bds; city nr impor univ 
med ctr; MidE. (e) MED TECH; 5 in lab now; 100 
bd gen hosp compl late '54; lovely twn 50,000 fairly 
nr noted univ city; MW. (f) LAB & X-RAY TECH; 
excel facil; gen hosp, 35 bds; stable, prog twn 10,000; 
Pac NW. (g) MED TECH; full chge of lab, 50 bd gen 
hosp; agric, oil prod area; W-central. (h) CHEMIST; 
aiso serve as ass’t jab admin, city hith lab; resp all 
chem proc, supv trng new techs, & work of those now 
empl; $5590; lovely city 50,000; E. > TISSUE 
TECH; full sole resp for dept, beaut, new lab; 300 bd 
en hosp; $45-4800; city mr Chgo. Woodward Medical 

ersonnel Bureau, 185 N. Wabash, Chicago. L 


POSITION AVAILABLE—FULL TIME IMMUNOLOG- 
ical technician; animal research experience, MA; allergy 
research; time towards PhD; annual $4200. Write or 
on. + Ratner, 50 E. 78 St., New York 21 

J} 8-2182. 


MEDICAL TECHNOLOGIST — MAN OR WOMAN; 
preferably certified or at least prepared for examination; 
blood count, smears, urinalysis, blood chemistry, serology: 
44 bed modern hospital in northern New Jersey resort 
area; 44 hour week; extremely reasonable quarters avail- 
able; salary open; send qualifications. Box 2419 L, 
Yo AMA. 


WANTED—(a) CHIEF TECH; vol. gen. hos 
affil, m hool; city, E. 
; 350 bed 


Chgo. (c) 


D. TECHS; 200 a= hosp; town 
60,000, Air Force Base, Navy Supply Dept; $350- H 
NW. (d) TECH; small hosp. operated by indus. co; 
(e) ASS’T SUPERVISORY BIOCHEMIST: 


, able adm., capable directing investigative prog: 
Ige insurance co; E. (f) BACT; chief X-ray tech. 
chief physiotherapist; 450 bed tch’g hosp; salaries 
resp., $400-$600, $400, $4200; med. school city, E. 
(9) TwO LAB TECHS; priv. lab; Calif; $500. (h) 

CHS; in hematology, clinical chemistry, histology. 
osp., 700 beds; approved schoo! 
Medical Bu- 
N. 


blood bank; new gen. 
for techs; $3700-$5200; univ. city, MW. 
reau, Burneice Larson, Direetor, 900 
Avenue, Chicago. 


(Continued on page 54) 
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HEMA- 


for 24-hour 


uninterrupted 


antihistamine 


protection—with 


a single capsule q12h, 


*‘TELDRIN’ 


chlorprophenpyridamine maleate 


SPANSULE’ 


sustained release capsules, S.K.F. 


8 mg. & 12 mg. 
made only by 


Smith, Kline & French 
Laboratories, Philadelphia 


first > 4 in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
Patent Applied For. 
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The Side 


Reno Cocktail: Marriage-on-the-rocks. 
Definition of a Summer Resort: Where the money grows on 
trays. 


A friend of ours, on the timid side, approached the perfume 
counter of a large department store in New York. 

“Please, Miss,” he said to the attractive salesgirl, “I seem to 
have lost my wife in this crowd. May I stand here and talk to 
you for a few minutes?” 

“Why,” answered the girl, “what good will that do?” 

“I don’t know,” he shrugged, “but she always turns up when 
I'm talking to a pretty girl.” 


There once was a lady named Ava, 

Who, when wrecked on an isle asked a fava. 
She confessed to a yen 

For two handsome men 

And, preferably, no one to sava. 


Little Suzy was describing the morning’s activities to her 
mother. “We played I was the bride, and Janie was the brides- 
maid. And Janie’s baby sister was the flower girl.” 

“Who was the groom?” asked her mother. 

“Oh—this was a small wedding,” was the answer. “We didn’t 
have a groom.” 


J 


The late Stephen Leacock liked to sing the praises of the 
Vermont farmers. 

“You have no idea how strong they are,” he once wrote a 
friend. “When a farm wagon is stuck in the mud, it’s nothing to 
see one of them walk up behind the vehicle and, with a mighty 
heave, break his shoulder blade.” 


Radio-TV producer Kermit Schafer, calling at a friend’s 
office, came upon the man and his partner in front of their 
secretary's desk. 

“F-I-R-E this girl,” his friend was saying. “She can’t 
S-P-E-L-L!” 


An elderly gentleman emerged from his hotel and settled in 
the back seat of a waiting taxi. As the cab hurtled away from 
the curb, the driver shouted, “I couldn’t help noticing your 
hearing aid, Pop. You don’t mind wearing it?” 

“Should I?” replied the gentleman. “Nearly all of us have 
some physical weakness.” 

“You're right there, Pop,” shouted the cabbie, rounding a 
corner at breakneck speed. “Take me, for example—I can hardly 
see a foot in front of me.” 

Sign on the back of a truck in Los Angeles: “Crime doesn’t 

pay. Neither does trucking.” 


J.A.M.A., December 22, 1956 


One of Harry Hershfield’s favorite stories is about two burly 
assassins waiting in ambush for a royal personage. They had 
hidden themselves behind a bush on the path of the palace 
grounds which His Majesty passed every day, precisely at 
noon. Well, noon came and went, anvther hour went by and 
another, but the intended victim didn’t appear. The killers 
grew impatient. 

“I can’t understand why he doesn’t come,” muttered one. 

“Neither can I,” whispered the other. “I hope nothing’s 
happened to him!” 

% 

Arthur Godfrey says the passengers on a crowded New York 
bus were thrown into a panic the other morning when, just as 
the bus started, a woman’s voice shouted: 

“Wait! Wait till I get my clothes off!” 

Startled, the driver stopped the bus dead. When he dared 
to turn around, he saw a woman awkwardly making her way 
down the bus steps—carrying a large basket of laundry. 

A little girl was moving with her family from California to 
New York, and was very excited. The night before their 
departure she said her prayers as usual and finished off with: 
“Bless Mommy and Daddy and my little brother, Tommy. And 
this is good-by, God—we’re moving to New York.” 

Sign hanging in the reading room of a Midwestern public 
library: 

Only Low Conversation Permitted 

Walter Winchell passes on Joe E. Lewis’ inscription on a 
picture of himself in the window of a New York restaurant. 
It reads simply, “This picture was taken when I was much 
older.” 


“I wasn’t too concerned about the ringing noise in my head, but 
when I started getting bills from the telephone co... . 
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Only 1 dose 


every 1 > hours! 


Continued clinical studies on this 
new Upjohn antibiotic have dem- 
onstrated that the 1-Gm. “prim- 
ing dose” originally recommended 
is unnecessary. The resultant 
usual adult dose of only 2 capsules . 
(500 mg.) every 12 hours repre- 
sents a bonus of both economy 
and convenience for your patients. 
Particularly for Staphylococci 
and Proteus resistant to all other 
antibiotics, 


Upjohn Medicine... designed for health... produced with care. 


*Trademark, Reg. U.S. Pat. Off—the Upjohn brand of crystalline novobiocin sodium. 
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(Continued from page 50) 


WANTED — TECHNICIAN; FOR RESEARCH IN IM- 
munology and serology; BS or MS degree in bacteriology 
or related science; excellent working conditions; 40 hour 
week; modern new research laboratory. Apply: Mrs. 
S. N. Earle, Laboratory Supervisor, Mount Sinai Hos- 
pital, Chicago 8, Illinois. L 


WANTED—BLOOD BANK TECHNICIAN; BS OR MS 
degree in related subjects and experience in »lood bank- 
ing desirable; interesting work with chance for advance- 
ment; 40 hour week; excellent working conditions. Apply: 
Mrs. S. N. Earle, Laboratory Supervisor, Mount Sinai 
Hospital, Chicago 8, Illinois. L 


WANTED — REGISTERED MEDICAL TECHNICIAN; 
ASCP; for position of age tng 3 for approved school of 
ara technology. Apply: Mrs. S. N. Earle, Laboratory 
Supervisor, Mount Sinai Hospital, Chicago 8, Illinois. L 


WANTED—ASCP REGISTERED LABORATORY TECH- 
nicians; for 250 bed general hospital; salary open, depend- 
ing on experience and training. Apply: Charles Chesner, 
MD Pathologist, St. Josepli Hospital, Lorain, Ohio. L 


HOSPITALS AND SANATORIA FOR SALE 


FOR SALE — TO PHYSICIAN WHO DESIRES TO 
work part time; a nursing and convalescent hospital, 
netting $18,000 per year for 2 hours work daily; net can 
be materially increased. For details write: W. T. Perk- 
erson, Jr., Assoc. Broker, Bagwell-Wilson Realty Co., 
Box 485, Sandy Springs, Georgia. Oo 


PRACTICES FOR SALE 


CALIFORNIA — GENERAL PRACTICE; ORANGE 
County, beautiful beach resori town; grossing $15,000 
after only a few years; ideal for settling down in grow- 
ing area; smali initial investment including equipment 
Sd facilities; available now; leaving to specialize. Write: 

295, Newport Beach, California. P 


CALIFORNIA — GENERAL PRACTICE INCLUDING 
solo medical building near San Diego; growing com- 
munity; fine opportunity for practice and investment; 
$15,000 cash required. Contact: James Lowrie, 530 
Broadway, San Diego, Belmont 9-1343. YP? 


CALIFORNIA — GROWING SURGICAL PRACTICE 
with equipment in small Southern California city for 
immediate sale; desirable office with favorable lease. 
Box 2463 P, % AMA 


COLORADO—UNUSUAL OPPORTUNITY; BUSY GEN- 
eral practice in rural Colorado; 5 local hospitals; excel- 
lent income; most liberal terms on equipment; leaving 

for specialty training June 1957. Box 2377 P, % AMA. 


ILLINOIS—SOUTHERN ; WELL-ESTABLISHED; GEN- 
eral practice; very substantial annual income; complete 
office facilities for immediate occupancy with G.E. 
X-ray, medern hospital nearby; ample surgical oppor- 
tunities; area serves over 20,000; death of husband 
necessitates sale; will also sell beautiful country home. 
Contact: Mrs. John A. Merideth, Cobden, Illinois, 
Phone 161. P 


ILLINOIS—BUSINESS, OFFICE, RECEPTION ROOM, 
instruments and equipment, including treatment room, 
physician's office; due to recent death; only 2 active 
physicians in town of 3,000, with trading area of an- 
other 3,000; hospital under construction; 60 miles north 
of St. Louis. Mrs. Pearl Stickley, White Hall, Illinois. P 


ILLINOIS—EENT; MODERN EQUIPMENT FOR SALE 
at sacrifice, or long established lucrative practice com- 
plete; idea] set-up introduce; easy terms; eye or EENT 
independent needed. Dr, H. L. Ford, Box 190, Cham- 
paign, Illinois. P 


ILLINOIS—GENERAL PRACTICE INCLUDING SUR- 
ery, obstetrics; fully-equipped, air-conditioned; patients 
oyal; sale price may be paid out of earnings; rental 
includes all utilities; couth side Chicago, Box 2456 P, 
. 


INDIANA—ESTABLISHED GENERAL PRACTICE FT. 
Wayne area; 8 room office renting for less than $60 per 
aS eases and equipment 8 years old. Box 2443 P, 

A) 


NEW JERSEY—GENERAL PRACTICE; SUBURBAN 
area; open staff hospitals; well-equipped office with 
oe home; grossing $28,000; will introduce after 
April 1, 1957; specializing July 1957; terms available. 
Box 2422 P, % AMA. 


NEW YORK—GENERAL PRACTICE; ESTABLISHED 
20 years; doctor deceased; fully-equipped office plus 5 
bedroom, 3 bath home; South Shore, Long Island; sell 
and/or rent home and/or office. Box 2485 P, % AMA. 


NEW YORK—A COMPLETE PACKAGE OFFER; IN- 
ternist’s expanding practice, fully furnished and equipped 
office, air-conditioned 5 room office building; ideally 
located in populated area of East Central Nassau County, 
Long Island; will introduce buyer; owner leaving State. 
Call: Whitehall 4-1893, New York City, or write Box 
2457 P, % A) 


OKLAHOMA—GENERAL PRACTICE; 23 YEARS IN 
town of 5,000; equipment invoices rs will sell for 
$5,000, easy hme he January 15 for VA appoint- 
ment. Box 244! P 


OKLAHOMA — ESTABLISHED DERMATOLOG- 
ical practice for sale; due to death; fully-equipped office 
in air-conditioned building; will introduce to —_ 
Mrs. Vera Bondurant, 253 N. W. 35; Oklahoma City, 
Oklahoma, P 


TEXAS—WELL ESTABLISHED PRACTICE: GENERAL 
medical and surgical; suourpan, city o 350, ; estab- 
lished patients and industrial accts assuring cross 
$45,000 annually; completely equipped bu ae 
squares, air-conditioned, under long lease, oy 
rooms, X- efter: wi EKG, laboratory; $25,000 in- 
vestment; make offer; will introduce right man; 
part cash termes leaving soon for 

residency. Box 2449 P, % wt 


APPARATUS, ETC. FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiograph equipment; available at 
all district offices; United States and Canada; deal 
directly with factory organization; all sales and service 
personnel factory-trained; srices include installation and 
operating instructions. Write to: B-12 General Electric 
Department, 4855 Electric Ave., 
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LARGEST STOCK OF USED—RECONDITIONED AN); 
surplus X-ray equipment in America—All makes 4); 
models of diagnostic and therapy units, delivered, j; 
stalled, guaranteed and serviced; write for details an 
new accessory price list. Medical Salvage Co., Inc., 2) 
E. 23rd St., New York 10, New York. Q 


=| 


‘PROFESSIONAL 
PRINTING COMPANY, INC. 
NEW HYDE PARK, N. Y. 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU. 
ments; available for physician, hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22, New York. Q 


BOOKS WANTED AND FOR SALE 


QUARTERLY CUMULATIVE INDEXES 1926 THROUGH 
1938—1946 through 1951; 35 volumes; excellent condi- 
liquidating library private MD. Box 2474 R, 

‘oO 


FOR RENT 


DELUXE SUITES—THREE AVAILABLE; EDEN MED- 
ical Building, the only medical building across from a 
new 250 bed hospital, located in Castro Valley, with 
40,000 population, Alameda County, California; a terrific 
opportunity for general practitioner or orthopedic spe- 
cialty; rent approximately 35¢ per sq. ft.; pick your own 
colors and layouts. For further information write: Eden 
Medical, 1422 E, 14th Street, San Leandro, California. T 


FULLY EQUIPPED OFFICE—AVAILABLE FOR IM- 
mediate rental; including apparatus, medications and 
all office records of a prominent deceased physician; a 
doctor for 30 years in vicinity; ideal for beginning gen- 
eral practitioner. Box 2486 T, % AMA. 


IDEAL MEDICAL OFFICE—PERFECT CORNER; ON 
busy Boulevard, growing community; in 40 blocks with 
4 schools, only 1 general practitioner, no obstetrician- 
gynecologist. 707 NW 98 St., Miami 50, Florida, PL % 
3287 after 4 P.M. Tt 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 
sold; radium applicator; owned-directed by physician- 
radiologist. Quincy X-ray — Radium Laboratories. 
Quincy, Illinois. Z 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5000 words not accepted. 
American Medical Writers’ Association, WCU Building, 
Quincy, Lliinois, 


PUBLISHERS AND PRINTERS 


PROFESSIONAL PRINTING COMPANY 
NEW HYDE PARK WN Y 


NURSE ANESTHETIST WANTED 
WANTED — NURS& ANESTHETIST; ONE; TO IN- 
crease staff; preferably night shift on maternity 5 nights 


a week. Apply: Chief, Anesthesia Department, The 
Mercer Hospital,*+ Trenton 8, New Jersey. 


PATIENTS’ RECORDS AND FILES 


BOOKKEEPING SYSTEMS * FILES 


4, PROFESSIONAL PRINTING CO., INC 
> NEW HYDE PARK, N. Y. 


CLINICS FOR SALE 


FOR SALE — MODERN WELL EQUIPPED CLINIC; 
with adjoining home; in small town in northeast Texas: 
practice grossed $30,000 in 1955; leaving to specialize. 
Box 2438, % AMA. 


MODERN EIGHT ROOM CENTRAL AIR-CONDI- 
tioned clinie—fully equipped; warm dry climate; citrus, 
vegetable center in winter, cotton in summer; center Rio 
Grande Valley; practice unlimited; price % wholesale 
cost; reason, health. Sam T. Parker, MD, 210 Canna 
Street, Pharr, Texas, 


ANESTHETIST WANTED 


WANTED—ANESTHETIST (REGISTERED) 40 HOUR 
week; good working conditions; specialty hospital,+ sal- 
ary open; give full details in Ist reply. Write to: J. H. 
Duff, Administrator, P. O. Box 1789, Roanoke, Virginia. 
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The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered by 
the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 
eral outlook on life. 


There are many periods in a woman's life when an 
interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier’s Inc., Makers of Fine Cosmetics & Perfumes 


GIE 


KANSAS CITY 41, MISSOURI 


BATTLE CREEK SANITARIUM 


90TH YEAR OF CONTINUOUS SERVICE 
A general medical institution fully equipped for diagnostic and thera- 
peutic service. Close cooperation with home physicians in management 
of chronic diseases. 
For rates and further information, address Box 101 
THE BATTLE CREEK SANITARIUM BATTLE CREEK, 
Not affiliated w’ with any other Soniterium 


MICHIGAN 


PHILADELPHIA 6, P 


ICIANS’ DRUG & SUPPLY CO. ~ 
TWO. DECADES 


HICAL PHARMACEUTICALS ano SUPPLIES 
DIRECT To THE PROFESSION 


WRITE COMPLETE 


The Willows Maternity 


Sanitarium, luce. 


Since 1905 
. ethical —— for expectant moth- 


and adapted to needs. Complete Medi- 
‘0° eal Staff. Address: 


MRS. DON D. HAWORTH. Sunt. 
2927 Main St., Kansas City 8, Mo. ’ 
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Tel. Westport 1-2104 | 


COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES — WINTER, 1957 


SURGERY -—Surgical Technic, Two Weeks, January 28, February 11 
Surgery of Colon & Rectum, One Week, March 4 
General Surgery, One Week, February 11 
Surgical Anatomy & Clinical Surgery, Two Weeks, March 11 
Surgical Pathology, 2 or 4 Weeks, by appointment 
Fractures & Traumatic Surgery, Two Weeks, March 11 
Gallbladder Surgery, Three Days, April 8 


GYNECOLOGY & OBSTETRICS—Office & Operative Gynecology, 
Two Weeks, February 11 
Vaginal Approach to Pelvic Surgery, One Week, February 4 
General & Surgical Obstetrics, Two Weeks, February 25 
MEDICINE—Electrocardiography & Heart Disease, Two-Week Basic 
Course, March 11 


Gastroenterology, Two Weeks, May 13 
Gastroscopy, Two Weeks, March 18 


RADIOLOGY-—Diagnostic X-Ray, Two Weeks, February 4 
Clinical Uses of Radioisotopes, Two Weeks, May 6 
Radioactive Iodine, One Week, April 1 


UROLOGY —Two-Week Course, April 1 
Gynecology, Ten Days, by appointment 


PEDIATRICS—Two-Week General Course, May 13 


TEACHING FACULTY 
ATTENDING STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR 
707 South Wood Street, Chicago 12, Illinois 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 

MODERATE RATES 

Fully Approved by the 
Licensed by State of Mlinois Joint Commission on Accreditation 
SAMUEL LIEBMAN, M:S., M.D. 
Medical Director 

225 Sheridan Road 


Established 1901 


Winnetka 6-0211 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


PEEKSKILL, 
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For 22 Years: No Finer Name in Contraceptives $1.75 Tubs 
| C OO i ER 4 C R EM E =. nd for Yours Tox jay 
‘The ORIGINAL. Contraceptive Creme 


Allergy 


heredit ta allergy existing as a 
mt of heredity, asted with induced 
Immediate a., gic response which 
appears within a sho e, ie., from a few 
minutes up to an hour, 
resulting from the inj 
tact with an antigen o 
terium. latent a., alle 
fested by symptoms ’ 
tected by tests. mental @., a condition resem- 
bling allergy but in which the allergen is a 
mental or emotional state. mermal 1 a. od 
a. pathologic a.) i 
a condition in 


cold, light, 
polyvalent 
taneous a. 


“a 
STAN 


Shortly after antihistaminic - 


therapy was introduced, Pyri- _ 


benzamine was chosen as a 
standard among 17 antihista- . 
minics compared for their 
power to inhibit histamine. 
flare! Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.”? Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J. Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


CIBA SUMMIT, N. J. 


m allergic mani . nm oc- 
result of unusual to a 
‘ 
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in rheumatoid arthritis 


clinical evidence’*indicates that to augment the 
therapeutic advantages of the “‘predni-steroids”’ 
antacids should be routinely co-administered 


to minimize gastric distress 
ROUTINE 
CO-ADMINISTRA 
MEANS 
(Prednisolone Buffered) 


Compressed 
(Prednisone Buffered) 


Tablets 


All the benefits of the “‘predni- 
steroids” plus positive antacid 
action to minimize gastric er 
distress. prednisolone with 


References: 1. Boland, E. W., J.A.M.A. 50 mg. magnesium 
'60:613 (February 25) 1956. 2. Margolis, trisilicate and 


2.5 mg. or 5 mg. 


i. M. et al., J.A.M.A. 158:454 300 mg. aluminum 
“uU_— hydroxide gel. MERCK SHARP & DOHME 
DIVISION OF MERCK CO., INC. 


.-DELTRA’ and ‘CO-HYDELTRA' are trademarks of MERCK & INC. PHILADELPHIA 1, PA. 
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(H.W.&D. Brand of Lututrin) 


for TABLETS 


dysmenorrhea... 


LUTREXIN, a naturally occurring—mon-steroid—uterine relax- 
ing hormone newly isolated from the ovary. 


LUTREXIN has produced favorable clinical results as reported 


1, 2,3 


in separate studies by Rezek, Jones and Smith, and Jones. 


LUTREXIN specifically relaxes uterine muscle contractions (as 
in the tracing above) and in many cases, LUTREXIN has been 
found to relieve the entire symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 


1. Rezek, G. H.: Am. J. Obstet. Gynecol., Vol. 66: No. 2, 396-402, 1953. 


2. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., Vol. 67: No. 3, 
628-633, 1954. 


3. Jones, Scott S.: Northwest Medicine, Vol. 54: 1253-1254, 1955. 


4. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, Vol. 5: No. 5, 
1955. 


COMPLETE LITERATURE ON REQUEST. 


HYNSON, WESTCOTT & DUNNING, INC. Baltimore 1, Maryland 
<> 
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| contracting uterine muscle. 
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